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RECENT ADVANCES IN VIRUS DISEASES* 


THoMAS H. WELLER, M.D. 


Associate Professor of Tropic al Public 


Health, Harvard School of Public 


Health; Assistant Director, Research 


Division of Infectious Diseases, Children’s Medical Center, Boston 


Our present knowledge of the virus diseases of man is 
perhaps comparable to the status of our understanding 
of bacteriology 60 years ago. New developments in the 
field are occurring at a rapid rate. The increasing com- 
plexity of the subject taxes the comprehension of the 
virologist, and the physician must be bewildered when 
he hears that there are now not one but 3 types of 
poliomyelitis virus or that the recently discovered Cox- 
sackie viruses are at least 17 different entities. 

Any attempt to-day to review the broad field of virus 
research would, | am sure, compound confusion and be of 
little practical value. It is my intent, therefore, to first 
briefly discuss the current status of our general knowledge 
regarding the diagnosis, prevention, and treatment of 
representative virus diseases. Then I will present certain 
aspects of recent work on 3 groups of viruses, selected 
primarily as ones with which we have had experience in 
Boston. It is to be noted that our laboratory, which was 
established in 1947 under the direction of Dr. J. F. Enders, 
is a part of the Children’s Medical Center; as such our 
concern has been with the infectious diseases of child- 
hood. 


GENERAL CONDITIONS 


I will begin with a few remarks regarding the diagnosis of 
virus diseases by laboratory procedures. Four approaches 
are in common usage. First, the isolation of the respon- 
sible agent; second, the demonstration by serologic means 
of a rise in titer of specific antibodies during the course 
of an illness: third, the demonstration of an increase in 
titer of one of a small group of non-specific antibodies, 


such as heterophile antibodies in infectious mono- 
nucleosis or cold agglutinins in so-called virus pneumonia; 
lastly, the demonstration of characteristic cytologic 
changes in biopsy or smear preparations, a method 
particularly useful in those diseases with cutaneous 
lesions. 


The limitations of virus isolation procedures are not 
generally appreciated. Isolation attempts are consuming 


* A paper read at the South African Medical Congress, Johan- 
nesburg. September 1952 


of time and money; with few exceptions they usually 
yield negative results in the investigation of the sporadic 
case. Even if the attempt is successful, specific identifica- 
tion of the unknown virus frequently requires weeks of 
study involving complex cross-immunity tests with animals 
and various serologic examinations. In general, this 
approach should be considered as a research procedure, to 
be undertaken only in close co-operation with the labora- 
tory worker, and one which may be most profitably 
employed when the illness to be investigated appears in 
other than sporadic form. 

With a few exceptions serological tests provide the 
most practical method for the laboratory diagnosis of 
virus infections. As, in this instance, demonstration of 
a rise in antibody titer is necessary, it becomes essential 
that the physician submit a minimum of two serum 
specimens for examination, one collected early in the 
disease and the other during convalescence. Unfortunately 
only a few of the available serologic tests can now be 
economicaily run in the average hospital laboratory. To 
fulfil the demand for diagnostic services in the virus 
fie'd, centrally located diagnostic laboratories are being 
developed in many countries. 

It should be noted that a sizable list of virus infections 
remain for which no specific diagnostic procedures are 
available. Certain common entities, for example, varicella 
and German measles, are in this group. As such, these 
diseases present a continuing challenge to the virologist. 

The present status of the specific therapy of virus 
diseases may be summarized in a few words. No effective 
antiviral agents are available for the treatment of the 
majority of the virus infections. However, those illnesses 
produced by members of the somewhat atypical lympho- 
granuloma-psittacosis-trachoma group respond to certain 
sulfonamides or broad-spectrum antibiotics. Parentheti- 
cally, a word of caution is pertinent regarding the 
administration of cortisone in the presence of a virus 
infection, as cortisone is known to increase host-suscepti- 
bility to certain viruses. 

Certain practical aspects of the prophylaxis of virus 
diseases deserve mention. Yellow fever and smallpox 
vaccination procedures represent outstanding examples of 
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the etheacy of attenuated 


living virus as immunizing 
traceable to technical errors 
of preservation or inoculation which result in loss of viral 
viability 


agents: failures are usually 
Vaccines containing killed virus are a second 
category, and are much more limited 
Mumps and influenza vaccines are of this type 
most useful for the short-term protection of 
selected population groups. Studies in progress by Salk 
on the idjuvants in influenza vaccine 
Suggest that greatly improved efficiency may be attained 
Shortly with killed virus vaccines 

immunization has been particularly 
the prevention and modification of measles 


ellective over a 
period 


ind are 


incorporation of 


Passive useful in 


Preparations 
of gamma globulin manufactured by the method of Cohn 
achieve a IS- to 25-fold concentration of antibodies as 
compared to plasma, and are widely employed for this 
purpose. Stokes~ has similarly reported control of out- 
breaks of infectious hepatitis. In the experimental animal 
there 1s evidence that gamma globulin has a protective 
eflect against pohhomyelitis. A carefully controlled large- 
seale field experiment is now under way in the United 
States to evaluate its effectiveness against poliomyelitis in 
man 

Knowledge ot 
provided another 


factors affecting host-susceptibility has 
approach to the prophylaxis of virus 
diseases. For example, awareness of the increased incidence 
of bulbar poliomyelitis in the recently tonsillectomized has 
led to a this operation during epidemic 
periods. Likewise, the relationship between immunizing 
procedures and poliomyelitis, a relationship first 
emphasized 1950) by) workers Australia and 
England,’.** has led to the recommendation that routine 
immunizations be suspended under similar circumstances. 
It is to be expected that this approach will become more 
important as our knowledge of host virus relationships 
develops 


cessation ot 


DISCUSSION OF SPPCIFIC VIRUSES 


Viumps. Next we will consider 3 viruses or groups of 
viruses that we have studied in Boston. The first, mumps, 
was established as a virus disease by Johnson and Good- 
pasture in 1934. Little progress, however, was made 
until 1942 when Enders and Cohen" developed a comple- 
ment-fixation test applicable to the diagnosis of human 
infections. In 1945, Habel* and Levens and Enders * 
propagated mumps virus in the developing chick embryo, 
and the latter group demonstrated that the virus produced 
agglutination of chicken red blood-cells. Thus a 
of virus in quantity became available. The haemagglutina- 
tion produced by the virus was shown to be specifically 
inhibited by antibody: this observation led to the develop 
ment of a simple serological diagostic test for mumps. 
Another important finding was the demonstration by 
Enders that dermal hypersensitivity developed after 
infection with the virus. The intradermal injection of killed 
virus im an immune individual followed by an 
erythematous response within 24-48 hours. Recently the 
Henles have expanded findings in a 
papers, and have in confirmed the effectiveness 
of a vaccine attenuated by egg 
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containing live virus 


passage 


Two points will serve to illustrate the many practical 


At JOURNAL 


22 August 1953 


applications of this work. The first is the recognition that 
the mumps virus ts one of the common causes of so 
meningitis In a significant number 
of cases meningeal involvement occurs in the absence of 
demonstrable salivary gland changes 


called acute aseptic 
Characteristically a 
mononuclear cellular response is seen in the spinal fluid 
of cases of mumps meningitis, the proportion of lympho 
cytes usually exceeding 90 \ second point has to do 
with the distraught adult male who has a known mumps 
exposure and an unknown mumps history. In such an 
individual the demonstration of a positive mumps skin 
test will allay anxiety. Untortunately, if the skin test 1s 
negative, there is no proven method of prophylaxis for the 
exposed individual. 

The Coxsackie While mumps, from the 
virologist’s standpoint, is a comparatively straightforward 
problem, our next subject, the Coxsackie viruses, is in a 
different category 


Viruses 


For the purposes of this discussion it 
will suffice to describe a few recent developments indicat- 
ing the complexity of this group of viruses and the present 
inadequacies of our knowledge. In 1948 Dalldort 
Sickles reported the tsolation in suckling mice of a 
myositis-producing virus obtained from the faeces of 2 
patients with an illness resembling poliomyelitis: the name 
Coxsackie was applied, referring to the town where the 
viruses were obtained. Since 1948 literally hundreds of 
myositis-producing strains of virus have been tsolated in 
various parts of the world by the inoculation of suckling 
mice These are not one species of virus, but represent 
an as yet unknown number of new viruses, all detected by 
the application of a new isolation method, namely. 
inoculation of baby mice.  Dalldort has divided his 
strains into 2 groups on the basis of pathological lesions 
in the mouse. Melnick '* has differentiated 17 
different immunologic varieties. In view of the widespread 
prevalence of the Coxsackie viruses in various communt- 
ties, extreme caution is necessary in attributing a causal 
relationship to such a virus if isolated from a sporadic 
illness. 2 however, Coxsackie 


and 


now 


in epidemics of 2 diseases, 
viruses have been isolated under circumstances indicating 
an etiologic relationship. The first of these ts epidemic 
pleurodynia or Bornholm disease Cases of pleuro- 
dynia have been observed in individuals accidentally 
infected in the laboratory with a Coxsackie virus. We 
obtained that an epidemic of pleurodynia in 
Boston associated with one of Dalldort’s group B 
more recently these observations have been con 
firmed in other parts of the world 

The second disease produced by these viruses ts 
herpangina,’> a recently rediscovered entity.  Chietly 
affecting children, it is characterized by fever and by the 
presence of vesicular or ulcerated lesions in the throat, 
especially on the anterior tonsillar pillars. Hlustrative 
of the complexity of the Coxsackie problem are the tind- 
ings of Beeman,'’ who during the course of work on 
herpangina isolated 186 strains. These strains were tound 
to represent 7 immunologically distinct types of Coxsackie 
virus. It is apparent that our knowledge of this complex 
group is at present fragmentary. 

Poliomyelitis. The past’ few have witnessed 
striking progress in the field of poliomyelitis research 
First, as mentioned previously, it has been established that 
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there are at least 3 antigenically distinct types of virus. 
Two, the Brunhilde and Leon types, are pathogenic only 
for man and certain monkeys. The third, the Lansing 
type, is pathogenic for certain ro jents, as well as for man 
and the monkey. This basic intormation, fundamental to 
an understanding of the epidemiology of poliomyelitis, 
and a prerequisite to the possib'e development in_ the 
future of materials for prophylaxis, was obtained through 
the efforts of a large-scale co-operative program involv- 
ing groups working at 4 different research centers in the 
United States.“°. Through the use of literally thousands 
of monkeys the viruses obtained from many cases of polio- 
myelitis have now been typed. Of the first 100 strains 
studied, 85 were found to be like the Brunhilde prototype 
strain, 12 were like the Lansing strain, and 3 were Leon- 
like. 

The various developments stemming from an observa- 
tuuon made in our laboratory in 1948 -'.* represent a 
second field in which progress has been made. At that 
time it was demonstrated that the poliomyelitis viruses 
could be propagated in vitro in cultures of human tissues. 
We observed that these agents under the conditions of 
cultivation multiplied freely in either non-nervous or in 
nervous tissues. Our findings were confirmed by other 
workers, who also demonstrated that tissue cultures pre- 
pared with certain monkey tissues would likewise support 
multiplication of the viruses.*}. 25 

It is fortunate that when propagated in cultures the 
pohhomyelitis viruses exhibit what we have termed a 
*cytopathogenic etfect’,’’ that is, a destruction of those 
cells in which they multiply. Such specific degenerative 
changes produced by the action of the virus are readily 
apparent, and may be conveniently observed in cultures 
of the roller-tube type under the low power of the micro- 
scope. Employing the presence or absence of this 
cytopathogenic effect as the end-point of viral activity, it 
was found that virus titrations could be performed in 
tissue cultures with a degree of accuracy equal to that of 
titrations carried out with monkeys. Furthermore it was 
demonstrated that the cytopathogenic effect of a specific 
type of virus was neutralized by homologous. antiseruin 
but not neutralized by sera containing heterologous types 
of antibodies. 

These observations suggested that the tissue culture 
could be substituted for the monkey in the isolation of 
virus from patients. Performance of neutralization tests 
in vitro also appeared to offer a convenient means for 
the serological diagnosis of poliomyelitis and _ for 
epidemiological studies on its distribution. It is now 
apparent that the tissue culture method is readily adapt- 
able to such objectives.*’ 

We have classified 22 strains of virus isolated by the 
inoculation of tissue cultures with stool or cord material 
obtained from human sources. Groups working in New 
Haven under the direction of Dr. John Paul and Dr. J. L. 
Melnick, and in Pittsburgh under the direction of Dr. 
Jonas Salk are employing the tissue-culture method 
extensively in a study of problems of the epidemiology of 
poliomyelitis.-~ 

Other applications of the tissue-culture method are 
under investigation. In the past it has been difficult to 
obtain suspensions of poliomyelitis virus without large 
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amounts of foreign protein, as the starting material for 
such preparations consisted of infected nervous tissue. In 
contrast there is comparatively little extraneous protein 
in virus suspensions harvested from tissue cultures, a 
feature obviously desirable in the preparation of antigens 
for immunologic studies. Recently in our laboratory Dr. 
Arne Svedmyr, employing concentrated tissue culture virus 
as antigen, has developed a complement-fixation test for 
poliomyelitis.”. This test may prove to be another useful 
diagnostic tool. 

The history of the development of yellow fever vaccine 
suggests one obvious approach to the problem of develop- 
ing suitable immunizing agents for poliomyelitis. Indeed, 
we have observed in the case of 2 strains of poliomyelitis 
virus that serial propagation in cultures of human tissues 
has resulted in a partial loss of pathogenicity of the 
agents for the experimental animal.*':** Our findings to 
date indicate that the pathogenic attributes of the polio- 
myelitis viruses are not fixed characteristics, and may be 
altered by cultivation in vitro. However, the modifications 
so far achieved have not resulted in a complete loss of 
pathogenicity for animals, and it is impossible to predict 
whether or not future work will produce strains of virus 
that have a low order of virulence for man. 

As the final point in our discussion of poliomyelitis it 
is desirable to emphasize that our views on the patho- 
genesis of this infection are now changing. Until recently 
most physicians accepted the concept that poliomyelitis 
was a neural disease and that the virus was strictly 
neurotropic. This concept, however, was not completely 
satisfactory in explaining observations such as the pro- 
longed excretion of large amounts of virus in the faeces 
of infected individuals. Our experiments demonstrating 
multiplication of virus in cultures of non-nervous tissues 
including skin or kidney suggest that in vivo multiplica- 
tion may also occur in extra-neural sites. Lastly, the 
recent demonstration by Horstmann and by Bodian 
of the recovery of virus from the blood of experimentally 
infected animals during the pre-paralytic period has 
established another mode of dissemination of virus with- 
in the body. Reference should be made to Bodian’s 
paper for a review of this important problem. In general 
it appears that the poliomyelitis viruses first invade and 
multiply in the alimentary mucosa. Spread to the central 
nervous system may be via nervous pathways or via 
the blood stream. 

In this paper mention has been made of certain advances 
in virus research that have been of particular interest to 
us. It is hoped that this presentation has at the same 
time indicated certain of the many problems that are as 
yet unsolved. In this era of antibiotics interest in infectious 
diseases has tended to wane. The concept is prevalent that 
the infectious diseases are no longer a problem. Those of 
us working with viruses, unfortunately, find little justifica- 
tion for such an impression. 
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ABSTRACTS 


Cortisone in the Treatment of Strictures of the Human Male 
Urethra. J. E. Byrne (1953): Missouri Medicine, 50, 23 


Acquired strictures of the male urethra have been virtually 
impossible to cure and difficult to treat. The process is an 
inflammatory reaction with subsequent cicatrization and 
encroachment on the urethral lumen. The _ initial peri- 
urethritis, with subsequent stasis of the inflammatory 
exudate, results in an organization of the exudate into 
fibrous tissue In the gonorrheal stricture, narrowing of 
the urethra occurs over a period of years; in strictures of 
traumatic origin, it occurs in a matter of weeks. 

Studies which were begun for the purpose of ascertaining 
why cortisone, or Compound E, interfered with the healing 
of wounds and with repair, revealed that it alters the prolifera- 
tion of fibroblasts and suppresses or inhibits the cellular 
enzyme systems. Believing that any substance which will 
inhibit fibrous-tissue proliferation might be of value in urethral 
stricture, Byrne decided to augment the dilatation of urethral 
strictures with the administration of cortisone. 

Thirty-one patients from the urologic services of 2 St. Louis 
hospitals were selected for this study. All had been followed 
in the out-patient department, where they had undergone con- 
ventional treatment for urethral stricture for varying periods 
of time. All the patients had symptoms referable to their 
stricture when they were hospitalized. Routine laboratory 
eXaminations including urethral cultures were made, and 
injections of 400,000 units of procaine penicillin were given on 
the day of admission and for the next 2 days of hospitaliza- 
tion. On the day following admission, the patients were 
anaesthetized, the stricture was calibrated, and the urethra was 
dilated with instruments until an F-20 Kollman dilator (male 
curve) could be inserted. This instrument was placed so that 
the stricture could be expanded to F-30. The dilator was 
then removed, and an F-24 Foley-type catheter was inserted 
and allowed to remain in situ for 3 days; the patients were 
permitted out of bed as soon as they had recovered from their 
anaesthetic 

Cortisone therapy was instituted on the day of admission. 
an initial dose of 300 milligrams being given in the first 24 
hours. The dose was then reduced to 100 milligrams daily. 
in 4 divided doses, for the next 30 davs 

Following the removal of the catheter on the third day 
the patients were discharged to the out-patient department. 
where they were seen at weekly intervals. Nine months after 
the initiation of this treatment. 17 of the cases show encourag- 
ingly good results This report represents a_ preliminary 


observation, and no effort is made to draw conclusions from 
this early phase of the work. The cases of failure in the 
original series are being included in a second group of cases 
which will be given somewhat larger doses of cortisone for 
a longer period of time. The cases of favourable response 
are being followed, and will be evaluated at the end of 12 
and 18 months. 


Severe Cough Following Common Colds. Queries and Minor 
Notes (1952): J. Amer. Med. Assoc., 150, 835. 


No set rule on the use of antibiotics in the treatment of 
coughs and colds can be given. However, the patient's histor, 
and response to therapy are major factors to consider. In 
the case of an unusually severe cough antibiotics and sulfona 
mides may well be used, with careful observation of the 
patient. There is no evidence that the use of antibiotics in 
upper respiratory tract infections prevents development of 
normal immunity or facilitates a return of the respirator, 
disease. Bed rest may cause or help to cause a cough to 
subside and disappear completely. Moist, moderately warm 
air (secured, for example, by inhalation apparatus) may prove 
very helpful to a cough. Sedatives are helpful in some but 
by no means all cases of coughs. Effective expectorants 
include ammonium chloride, ammonium carbonate, sodium 
citrate and certain volatile oils; their action is to stimulate 
the cilia to remove secretions and they also act by thinning 
secretions to reduce viscosity. Bed rest aids the secretion 
removal action of the cilia. 


Miller, J. L. et al. (1952): Studies on the Value of the TPi 
Test in the Diagnosis of Svphilis. Amer. J. Syph. Gonor 
Vener. Dis., 36, 559. 


The treponemal immobilization test, first described by Nelson 
and Maver in 1949, is based on the fact that in the presence 
of active complement, motile treponemes obtained from 
rabbit's testicles are immobilized if demonstrable amounts ot 
the antibody are present in the patient’s blood or spinal fluid 

The authors report the test to be extremely reliable in the 
diagnosis of human syphilis. Among 99 patients with prob- 
able false positive tests by other methods, 50 with temporar\ 
false positive and 46 with persistent false positive tests 
were negative with the TPI Test. Three persons who had 
saws many years before had a positive TPI Test. 

Among known syphilitics the few patients with a negative 
test were more than adequately treated 
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VAN DIE REDAKSIE 
CHEMOTERAPIF VAN NIE-TUBERKULEUSFE MENINGITIS 


Groot vooruitgang ts in die laaste jare gemaak met die 
behandeling van bakteriese meningitidese (nie-tuberkuleus), 
en baie suksesse is aangeteken. 

Sukses hang grootliks van vroeé diagnose af, en dit 
genoodsaak die geneesheer om wakker te wees vir mini- 
male tekens wat nie maklik opgemerk mag word nie. Die 
chemoterapeutiese middel wat gekies word vir die verdagte 
oorsaaklike organisme, behoort onmiddellik groot 
dosisse gegee te word, terwyl die bakterioloog die 
vatbaarheid vir verskeie antibiotiese middels van enige 
organismes wat afgesonder mag word, bepaal: die 
hulpmiddel moet gegee word so gou as daar twyfelagtige 
reaksie is tot die middel wat eerste gebruik is. Terapie van 
die liggaam moet alleen aangewend word, wanneer dit 
voldoende is, want daar is sekere ernstige nadele aan intra- 
tekale terapie verbonde. Sulfonamide, chloramfenikol. en 
penisillien (altyd in groot dosisse, b.v. 1 miljoen eenhede 
elke 2 uur deur binnespierse inspuiting) is van waarde met 
terapie van die liggaam, want die verhoogde deurdring- 
baarheid van die harsing- en rugmurgvliese by akute 
meningitis laat hierdie besondere antimikrobiese middels 
toe om bevredigende konsentrasies in die rugmurgvloeistof 
te vorm. Streptomisien dring nie maklik deur nie en moet 
derhalwe intratekaal toegedien word. Oureomisien dring 
onreelmatig deur, moonthk met verloop van bate ure. 
Terramisien dring feitlk nie deur me. 

Vir die gewone vorms: van meningokokkale meningitis 
is ‘n sulfonamiede soos sulphadiasien voldoende, maar 
groot dosisse moet gegee word: ‘n= suigeling moet 
byvoorbeeld daagliks 3 gram of meer vir die eerste 3 of 
4 dae gegee word. In ernstige gevalle met heftige 
bloedvergifting moet groot dosisse van penisillien deur 
inspuiting gegee word, sowel as sulfonamide, en die 
toediening van kortisoon of adreno-kortikale uittreksel 
mag hier lewensreddend wees. 

Vir pneumokokkiese hemolities streptokokkiese en 
stafilokokkiese meningitis was suksesvolle resultate behaal 
met 200,000 tot 500,000 eenhede penisillien binnespiers 
elke 4 uur, en 20,000 eenhede intratekaal elke dag vir 4 
of 5 dae terwyl sulfadiasien deur die mond as hulpmiddel 
gegee word. Daar was aanspraak gemaak op goeie 
resultate met die gebruik van massiewe  binnespierse 
dosisse penisillien (1 miljoen eenhede elke 2 uur), met 
intratekale toediening. Stafilokokkiese besmettings mag 
weerstand aan penisillien bied, in welke geval chloram- 
fenikol en sulfadiasien probeer mag word. Primére 
vasstelling van besmetting mag _ chirurgiese of ander 
behandeling vereis. 

Vir meningitis as gevolg van Haemophilus influenzae 
word goeie resultate verkry deur die gebruik van strepto- 
misien deur binnespierse en intrakale inspuiting met 
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EDITORIAL 
CHEMOTHERAPY OF NON-TUBERCULOUS MENINGITIS 


Great strides have been made in recent years in the treat- 
ment of bacterial meningitides (non-tuberculous), and 
many successes have been recorded. 

Success depends very much on early diagnosis, which 
necessitates on the part of the doctor an awareness of 
minimal signs that may easily be missed. The chemothera- 
peutic agent selected for the suspected causative organism 
should be given immediately in big doses while the 
bacteriologist determining the sensitivity to various 
antibiotics of any organisms that may be isolated; an 
adjuvant drug should be given without delay if the 
response to the first-used drug is doubtful. Systemic 
therapy should alone be employed whenever it is sufficent, 
as there are certain serious disadvantages with intrathecal 
therapy. Sulphonamides, chloramphenicol, and penicillin 
(always with large doses, e.g. 1 million units every 2 hours 
by intramuscular injection) are of value systemically as 
the increased permeability of the meninges in acute 
Meningitis permits these particular antimicrobial agents 
to reach satisfactory concentrations in the spinal fluid. 
Streptomycin penetrates poorly and must therefore be 
given intrathecally. Aureomycin penetrates irregularly, 
possibly with a delay of meny hours. Terramycin hardly 
penetrates at all. 

For ordinary forms of meningococcal meningitis a 
sulphonamide like sulphadiazine is adequate but large 
doses must be given: an infant should for example receive 
3 grammes or more daily for the first 3 or 4 days. In 
severe cases with fulminating septicaemia large doses of 
penicillin by injection should be given as well as the 
sulphonamide, and the administration of cortisone or 
adreno-cortical extract may here be life-saving. 

For pneumococcal, haemolytic streptococcal and 
staphylococcal meningitis successful results have been 
obtained with penicillin 200,000 to 500,000 units intra- 
muscularly every 4 hours and 20,000 units intrathecally 
every day for 4 or S days, sulphadiazine being given by 
mouth as adjuvant. Good results have been claimed from 
the systemic use of massive intramuscular doses of peni- 
cillin (1 million units every 2 hours), with intrathecal 
administration. Staphylococcal infections may prove 
resistant to penicillin, in which case chloramphenicol and 
sulphadiazine might be tried. Primary foci of infection 
may require surgical or other treatment. 

For meningitis due to Haemophilus influenzae strepto- 
mycin by intramuscular and intrathecal injection, with 


709 


: 
> 
4 
ee 
4 
We 


710 


binnespierse penisillien en sulfadiasien: verskeie werkers 
het egter bewys dat met die toediening van chloramfenikol 
spoedige kliniese herstel van hierdie besmetting plaasvind 
met feithk geen terugslae en met sterilisasie van 
rugmurgvloeistol binne ‘n paar dae. 

Hoewel groot suksesse behaal ts, moet dit in gedagte 
gehou word dat daar meningitiese besmettings is wat 
veroorsaak word deur organismes wat betreklik weer- 
standbiedend aan beskikbare antimikrobiese middels is. 
Vir sulke gevalle ts die gevoeligheidstoetse veral noodsaak - 
lik om aan te toon watter kombinasie van midde's, in 
maksimum dosisse toegedien, mees doeltretfend sal wees 
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AN OCCUPATIONAL HEALTH SERVICE FOR THE UNION 


P. N. B. Peacock, M.B., Cu.B., D.P.H. (Capt 


In Western Europe and the Americas the scope of occu- 
pational health has developed in the last 4 decades from 
a rather tsolated interest in the pathology of certain 
toxic substances and dusts encountered in industry, 
notably lead, phosphorus and silica dust, into a vast 
lield of enquiry covering all aspects, physical and psycho- 
logical, of that third of the life of most persons which is 
spent at work. 

The relationship between sickness absence, industrial 
accidents, labour turnover and labour discontent on the 
one hand, and such factors as fatigue (e.g. hours of work. 
nature of work, rest breaks), environmental conditions 
(eg. temperature, light, ventilation, noise), sub-lethal ex- 
posure to toxic substances (e.g. benzene, radio-active sub- 
stances, carbon bisulphide and asbestos dust), and incor- 
rect or dangerous job placements (e.g. putting a feeble- 
minded person in charge of a gang spraying organic 
phosphate insecticides or a one-eyed person in charge of 
an overhead crane) on the other, has been clearly estab- 
lished, but with few exceptions the application of the 
basic principles of preventive occupational medicine and 
hygiene lags far behind the theory. This ts no place to 
discuss the economic value of a healthy and contented 
labour force, but every major industrialist knows that his 
profits depend on the individual output per worker and, 
quite apart from the loss occasioned by sickness absence 
and the training of new replacements, no worker who ts 
not healthy and contented can produce and maintain a 
maximal datly output. 

The tendency has been either to ignore the problem or 
else to leave it in the hands of the engineer, chemist, or 
personnel manager. The help of the trained engineer, 
chemist, architect or industrial psychologist is invaluable, 
but few medical men realize how peculiarly their training 
fits them to take the key réle in any programme of pre- 
ventive research and control. After all, it is the reactions, 
physical and mental, of the human being in which we 
are primarily interested. 

South Africa, with its large, relatively primitive. 
Native population, and its rapidly developing industrial 
reorientation, offers many special problems of its own. 
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intramuscular penicillin and with sulphadiazine, gives good 
results; chloramphenicol by mouth has however been 
shown by several workers to produce rapid clinical 
recovery in this infection with virtually no relapses and 
with sterilization of the spinal fluid within a few days. 

Although great successes have been obtained it ts to be 
borne in mind that there are meningeal infections caused 
by organisms relatively resistant to available antimicrobial 
drugs. For such cases sensitivity tests are especially 
essential to indicate which combination of drugs given 
in maximum doses will be most effective. 


OF SOUTH AFRICA 
Town), D.I.H. (R.C.S. & P.), D.LLH. (S.Ape.ENG.) 


most of which are far from having been solved. The 
relative newness of our industrial development together 
with the virtual absence of fixed industrial habits have. 
however, their own advantages which should be utilized 
to the full. 

What occupational health and related services there are 
in this country deal largely with limited aspects of the 
subject and adequate integration is seriously lacking. 
Where full-time medical men are employed by industry, 
as in a few instances, their work is almost entirely cura- 
tive in nature (thus carrying out the Native Labour Regu- 
lations (special Regulations for the Transvaal)) of 1911... 
‘Every employer shall provide for the proper care and 
treatment of any Native labourer employed by him when 
sick or injured... and even if they (and even more their 
part-time colleagues) have any inclination towards pre- 
ventive work, they rarely have either the time or the 
special knowledge to apply this interest effectively. 

Although conditions are admittedly worse here than in 
the United Kingdom, they also have their own problems. 
Leaving out research, which is more and more being 
undertaken by highly-trained and virtually independent 
groups working from the various University centres, 4 
proposals have been made about how preventive occupa- 
tional health services could be reorganized there on more 
comprehensive and logical lines. These are in short: 

(a) The extension of the present system whereby medical 
supervision is in the hands of a very well trained medical 
inspectorate (at present 15 in number) from the Ministry of 
Labour and National Service and a number of * Appointed 
Factory Doctors’ all but 3° of which (out of 1,800) are 
active general practitioners appointed to a particular district 
by the Factory Department of the Ministry of Labour; 

(b) The extension of the powers of the larger local Health 
Authorities |! (Counties and County Boroughs) so that they 
can provide preventive occupational health services along with 
their other preventive services (to-day almost entirely the 
responsibility of the Local Authorities) under the general 
direction of the Ministry of Health; 

(c) Placing the occupational health services (with such 
specialized staff as may be needed) under the direction of 
the semi-autonomous Regional Hospital Boards of the Ministry 
of Health, created under the National Health Service Act. 
1946 (i.e. integrating them with the curative health services), or 
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(d) Encouraging industry to expand its own services (industry 
employs 240 full-teme and 2,740 part-time doctors at present) 
either by mutual agreement (out of the 244,000 factories 
some 221,000 employ less than 50 workers) along the lines 
of the Slough Industrial Health Services Scheme, or else by 
legal compulsion as in France to-day. 


The British Factory Service has led the world for many 
vears now (the equally good German Factory Service 
was unfortunately disrupted by the war) and we might 
we'l learn something from their example. 

The scope of an occupational health service for this 
country may briefly be classified as follows (only typical 
examp’es are given): 


1. Medical Examinations: 

(a) Pre-employment (especialls 
e.g. asbestosis, exist). 

(b) At regular intervals in dangerous occupations (handling 
tar and pitch). 

(c) At regular intervals for protected persons (youngsters 
under 18 years or women handling lead). 

(d) At regular intervals for selected persons (diabetics or 
inciprent cataracts). 

(e) On return to work after sickness. 

2. Curative Medical Work: 

(a) First-aid service. 

(b) General ambulant medical and minor surgical. 

(c) Hospital service. 


where particular hazards, 


3. Rehabilitation: 
(Medical, industrial, social and psychological.) 


4. Investigations into and advice concerning: 

(a) Condition of work (hours, night shifts, rest pauses, bore- 
dom, supervision, incentives, holidays). 

(b) Working environment (heating, 
nose) 

(c) Nutrition (canteen meals. snacks). 

(d) Prevention of accidents (eye protection, weight lifting) 

te) Hazards of work (noxious dusts and gases, metallic 
and non-metallic poisons, dermatoses-producing agents). 

(f) General health (water, housing. sanitation, transmissible 
diseases). 


lighting, ventilation. 


Our legislative framework (in the Transvaal), as pre- 
viously mentioned, already provides that * Every employer 
shall provide for the proper care and treatment of any 


Native labourer employed by him when = sick or 
injured...the Directors may...cause to be served on 
such employer an order requiring him to provide suitable 
hospital accommodation ...’. 

This type of legislation (similar provisions exist for 
other labour districts) should ensure a certain minimum 
of curative medical services (as in (2) above) for our 
Native labour and could be extended to cover to some 
extent their rehabilitation (as in (3) above) after sickness 
or injury. Whether the duties of the ‘factory doctor” 
(tull- or part-time) appointed by the industrialist to carry 
out these legislative provisions would extend beyond first- 
atd (2a) to include ambulant medical and surgical services 
(2b) and/or hospital therapy (2c) would depend on 
whether satisfactory and adequate hospital and other 
services were available in the near neighbourhood. It is 
considered essential, however, that the responsibility of 
the employer (and hence the duties of the factory doctor) 
be extended to cover medical examinations of the workers 
before they fall sick as outlined in (1) above. Suitable 
shding scales of pay could be laid down by compromise 
between Industry and the Medical Association of South 
Africa and the decision whether the service was to be full- 
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or part-time and serving an individual factory or a group 
of factories could be left to the industry or industries con- 
cerned (dependent also on the availability of medical 
personnel) subject to the appointments and arrangements 
made being considered satisfactory by a central con- 
trolling body. 

Rehabilitation (3) has been correctly described as start- 
ing with the occurrence of the disability and only ending 
when the fullest possible physical, mental, social, voca- 
tional and economic usefulness is regained. The major 
steps in this process are effective first-aid, skilled medical 
(hospital) treatment, careful retraining under encouraging 
circumstances aimed at the development of maximal 
strength, stamina and agility, and the rapid resumption 
under controlled conditions of as near to full work as 
possible. The first and the last of these steps are well 
within the field of the factory doctor as described above 
but it is felt that the retraining could well be left to 
experts. We could leave this responsibility in the hands of 
a few of the larger and better-equipped hospitals without 
actually having each Rehabilitation Unit under the same 
roof (we want an atmosphere of health, not of sickness) as 
its parent hospi‘al. 

The keystones of any scheme of preventive occupational 
medicine are however those outlined in (4) above, Le. inves- 
tigations into a!l aspects of the working environment and 
the work itself, taken in concert with selected repeat exami- 
nation of the workers themselves to estabish any deviation 
from the normal, consequent on working under unfavour- 
able conditions. For these investigations to be success- 
fully undertaken, team work is essential, the team con- 
sisting in its simplest form of a physician, a chemical 
engineer, and a laboratory technician. The physician 
controls the team, stud'es the worker's physical and mental 
reactions to his environment, and suggests possible lines 
of approach to the detailed investigation of environmental 
conditions undertaken by the engineer whose findings may 
in their turn indicate to the physician when he may pro- 
fitably take his investigations further. The laboratory 
technician analyses the material submitted by the 
physician and the engineer and keeps the necessary 
records. 

Such a team would be the basic unit in any rational 
scheme and each might well be stationed on a University 
where the best medical, engineering, and other scientific 
brains were available, and where fuller laboratory and 
technicological facilities could be provided to amplify the 
work of the laboratory technician. These teams would 
also be the framework on which more ambitious research 
bodies undertaking special investigations into selected im- 
portant subjects could be built up by adding additional 
members (e.g. a physicist for radio-active substances, 
an organic chemist for the newer organic solvents and 
plastics, a psychologist for the many still mysterious 
factors playing a part in the production of that ill-defined 
condition of fatigue, and so on). 

It has been the experience elsewhere with teams of this 
nature that the investigations undertaken by the environ- 
mental engineer tend to be more laborious and time- 
consuming than the corresponding investigations under- 
taken by the physician, leaving the latter with a fair 
amount of additional time on his hands. To save 
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duplication, the medical member of the team could thus 
also undertake the routine inspection of the employer- 
provided medical services outlined above, and his correla- 
ting experience would be available and of value to the 
individual factory doctor (full- or part-time) endeavouring 
to create a truly adequate service for his own industry 
(industries). With notably few exceptions it has been 
found elsewhere that the pressure of curative work and 
individual preventive work (medical examinations, etc.) is 
such that the factory doctor himself (usualy part-time) is 
unable to undertake the detailed environmental and group 
investigations which would be the responsibility of the 
Occupational Health Team, though he would naturally 
co-operate closely and do everything in his power to help. 
The team could also call on the medical officers of the 
Department of Health for such special help on matters of 
public health (e.g. epidemiology) as might be necessary. 

It is felt that it would be unwise for a professional 
unit of the standing of these Occupational Health Teams 
to exercise executive powers—their function being rather 
an advisory one to industry direct or, where conditions are 
really bad and co-operation is refused, through that Depart- 
ment which is legally responsible for the application of 
the appropriate Acts of Parliament. 

The diagram (Fig. I) indicates in a rough and ready 
schematic manner how I envisage the total Occupational 
Health Service as operating: 
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the 
though under the general direction of the Minister of 


South African Medical 


Institute for Research, 
Health. As an alternative it might operate as a semi- 
independent Division of the Department of Health. 

To ensure the co-operation of Industry and inter-depart- 
mental co-operation the real control of the service might 
satisfactorily be vested in an Occupational Health Re- 
search and Control Board consisting of senior representa- 
tives of Industry, University bodies, hospitals, and the 
various Departments closest concerned, while maintaining 
a close liaison with the Council for Scientific and Indus- 
trial Research. To correlate the findings of the various 
Occupational Health Teams and to direct their activities, 
the Board would have to operate through a small Central 
Executive which might, as already indicated, be extra- 
departmental, or else a semi-independent Division of the 
An Occupational Health Service for the Union of S.A—4 
Department of Health (this latter arrangement would be 
more economical with regard to administrative and 
clerical staff). 

Except in times of war, the value and importance of a 
healthy and contented manpower often tends to be over- 
looked. The working man and woman is the foundation on 
which this country has been built and on economic and 
human grounds that third of their lives which is spent at 
work deserves every protection and care which the State 
iS IN a position to give. 


Minister of Health | 
A 


Council for Scientific 


University 


Expert 
Laboratories 


Consultants 


Occupational Health Research 
and Control Board 


and Industrial Research 


University Teaching 
Staffs 


Department of Health 


A Industrial Provincial Hospital | 
Management Services | 
| Central Executive J 
Occupational Health Team | re | Factory doctors Rehabilitation 
(full & part-time) < Units 


—medical staff 


Department of Labour 
—factory inspectors 


The Worker and his 
Environment 


Department of Mines 
—inspectors of mines 


Department of Native Affairs 
inspectors of Native labour 


It is essential that this service should have free and 
ready access to the accumulated experiences and _find- 
ings of Government Departments doing related work, and 
should in addition be able to approach industry withou! 
undue formality. For these reasons it might well work 
best as an extra-departmental body along the lines of 


Departmen: of Health 
—health inspectors 


SUMMARY 
Despite the proven value of an adequate occupational 
health service, South Africa, with some exceptions, has 


lagged behind. Our rapidly developing industries with 
their own special problems merit closer attention. 
The inadequacy of the present services is outlined, 


Fig. | 
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and mention is made of how Great Britain is tackling the 
problem. 

The scope of a satisfactory occupational health service 
for this country is tabulated, and it is suggested how 
employer-provided services could be extended to cover 
the individual preventive, curative and _ rehabilitative 
aspects of the subject. 

The functions and uses of an occupational health team, 
consisting of a physician, a chemical engineer and a 
laboratory technician are discussed, and it is suggested 
how such teams could form the basis on which a com- 
prehensive scheme could be built up. An idea as to how 


MAN 
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these teams could be controlled and how they could be 

integrated with industry and other interested bodies in- 

cluding various Government Departments is put forward. 
A plea is advanced that the importance of a healthy 

and contented manpower be not overlooked. 

My sincere thanks are extended to the Secretary for Health 


and Chief Health Officer, Dr. J. J. du Pré le Roux, for per- 
mission to publish this article. 
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UTENSILS 


A SUGGESTED APPROACH TO THE CONTROL OF UTENSIL DISEASES 


A. L. Fercuson, M.B., Cu.B. (Epin.), D.P.H., D.T.M. H. (RAND) 
Deputy Chief Health Officer, Natal 


INTRODUCTION 


Much has been written by many learned and erudite 
confréres on the subjects of Food Poisoning and Infectious 
Diseases. To my mind, these two groups of diseases, 
usually treated as separate entities, have this in common: 
they are passed from person to person through the 
mechanical agency of man’s eating methods. We trace 
man’s feeding habits from earliest ages, when he either 
had no eating utensils at all other than his hands and his 
own hunting knife, through more modern periods, when 
the vast majority of folk developed aids to eating, such as 
forks, spoons, cups, glasses, plates, etc. but partook of 
most of their meals in their own homes—that is, they used 
their own or familial eating utensils—to the present day, 
when, due both to the almost wholesale diversion of 
female labour from the home into commerce, industry 
and State service and to the tremendous increase in travel, 
there has taken place a sudden, sustained and unprece- 
dented increase in eating or partaking of refreshment in 
public places—hotels, restaurants, cafés, coffee-houses, 
public bars, boarding houses, trains, aircraft, ships, 
boarding schools, school hostels, etc.—thus automatically 
entailing the common use of millions of eating utensils by 
‘all the world and his wife’ and family. For example, 
in Britain alone, with a population of 45,000,000, there 
are some 236,000 catering establishments (exclusive of 
public houses (* pubs’) and small boarding houses), which 
serve 103 milion meals, 171 million snacks and 310 million 
hot drinks per week. In South Africa it is computed 
that there are some 63,000 public eating-establishments 
serving some 27,000,000 meals or drinks per week. All 
these involve the common use of many millions of eating 
utensils. Herein lies a threat to health, on a world-wide 
scale almost, the extent of which is not yet fully 
realized either by the public health authorities or by the 
general public. 


MECHANISM OF SPREAD 


It would appear from reports in recent issues of a number 
of medical journals that certain communicable diseases, 
such as some of the infective fevers and some types of 
food poisoning, are spread from person to person accord- 
ing to a fairly welkdefined pattern or route. The air- 
borne droplet method of spread (inhalation) is being 
somewhat discounted as an effective method of spread in 
favour of the mechanical or  utensil-borne route 
(ingestion): and overcrowding as a prime cause of spread 
is giving place to the community-feeding con_plex. The 
decline in the dangers of the air-borne droplet route is 
due in part at any rate to the increased efficiency of 
ventilation ana lighting, both natural and artificial; more 
attention has been paid to proper and adequate ventilation 
and lighting of both private homes and public buildings 
(including public eating-places) since the great work of the 
late Sir Leonard Hill and his katathermometer became 
known and adopted by public health doctors and engineers 
and by modern developments in air-conditioning of build- 
ings. At one time there was in Britain a glass-window 
tax, and doctors frowned on fresh air for their sick or 
delicate patients! 

Dr. John Yule,’ Medical Officer of Health, Stockport, 
England, says: *‘ Recent research has shown that, even in 
the bacterial diseases, droplets discharged in coughing, 
sneezing and loud speaking, tend to fall to the ground 
with a velocity in proportion to their mass. The droplet 
initially below the critical size of 0.1 mm. evaporates 
faster than it falls, and before it reaches the floor is so 
small that it will remain suspended for considerable 
periods. This latter type, called by Wells “ droplet nuclei”, 
may, as he has demonstrated, float about in air currents 
for hours and even days,” becoming mere and more 
diluted, and therefore less and less dangerous, as time 
goes on. 
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Dr. A. D. Langmuir - of Washington, U.S.A., discussing 
the possibilities of biological warfare, holds that * despite 
much recent work, it is as yet unproved that air-borne 
transmission is of great importance in the natural spread 
of respiratory-tract diseases ’. 

The modus operandi ot the utensil-borne droplet 
infection is simple enough to understand. The mechanical 
agents carrying infective droplets are: (a) the lips, (b) the 
fingers, (c) the eating utensils. So we get this reaction 
Fingers —Utensils —Lips —Utensils—Fingers. This reaction 
is reversible, and may work in any direction between the 
three principals. Involving the transfer of infective 
material (bacteria and viruses and their toxins) from one 
agency to the other, the reaction must be rapid from one 
human being to the next, because of the low survival rate 
of bacteria and viruses on dry, non-living environments or 
surfaces such as the skin of our fingers, the mucous 
membrane of our lips, and the surfaces of our eating 
utensils. The mode of transmission may be direct, as lip 
to lip, or indirect as lip to hand and/or utensil, and hand 
and/or utensil to lip. 


In view of the present fashion of eating in public 
places, the catering trade has reached very great pro- 
portions, and has become one of the most important 


commercial concerns in every civilized country to-day. 
It employs large numbers of persons actively engaged in 
the handling, preparation and serving of foodstulfs, which 
in turn involve the use of enormous numbers of eating 
utensils, the most important of which in respect of our 
present studies are: cups, spoons, forks and glasses 
which, together with our fingers, are the actual agents that 
convey the food to our mouths. Such eating utensils are 
handled by the fo'lowing persons: (a) waiter waitress, 
(b) food-handler cook, (c) consumer patron, (d) waiter 
waitress again, (e) dish-washer. In South Africa the 
personnel engaged in the catering trade are a pretty mixed 
bag —Europeans and non-Europeans—while the public 
who patronize public eating-places are also for the most 
part just as mixed, and frequently do not have the 
opportunity to wash their hands (fingers) before handling 
the utensils or eating the food provided for their use in 
such public eating-places. The opportunities, therefore, 
of infective pathogens passing from one person to another 
by means of the mechanical agency of the fingers 
utensils——lips reaction are considerable, more especially 
during rush hours 


BACTERIOLOGY 


The causal agent of a number of the more common fevers 
may be found on the moist lips of infected persons, e.g. 
diphtheria, tuberculosis, poliomyelitis, scarlet fever, 
measles, whooping-cough, influenza, cerebrospinal mening- 
itis, smallpox, chickenpox, septic sore throat, syphilis, 
pneumonic plague, ete. 

An investigation carried out by Horwood and Minch * 
in Boston and Cambridge, U.S.A., in 1951, into the 
numbers and types of bacteria to be found on the hands 
(fingers) of food-handlers selected at random from some 22 
public eating-establishments gave the following results 

Procedure. The hands of each food-handler were washed 


in 50 cc. of sterile buffered distilled water for one minute. 
and samples of these washings were incubated at 37°C 
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a. Total bacterial counts at 37° C : 6,000-—-16,000.000 per c.c 


Fifty per cent of the counts were above 100,000 organisms 
per 
b. Out of 34 samples tested there were found: 
B. coli and other coliforms 13 samples 
B. aerogenes 2 samples 
B. freundii 3 samples 
B. cloacae 3 samples 
No organisms ‘ 3 samples 
c. Out of 30 samples tested there were found: 
Haemolytic streptococc: .. 19 samples 
Haemoly tic staphlococci 29 samples 
H. streptococci and H. staphylococci 19 samples 
No organisms ; 1 sample 
d. Out of 34 samples tested there were found: * 
B. dysenteriae | sample 
Enteric group Nil 


e. Tests for aerobic spores resulted in the recovery of an 
average of some 14 per c.c., the range being 4 to 400 spores 
per cc 

Dr. B. Mann,' consultant tuberculosis officer for West 
Riding County Council, Yorkshire, England, did some 
work recently (1948) on the disinfection of eating utensils, 
with the following results: 

Used Plates. Thirty used plates were washed separately in 
distilled water, and 1 cc. from each washing was cultured 
at 37°C. with the following results: 


Sarcirae Presentin 4 samples 
Diphtheroids Prescntin | sample 
B. subtilis Present in 2 samples 
Haemols tic staphy lococcus 

aureus Presentin 9 samples 
Non-haemolytic staphylococcus 

aureus Presentin 3 samples 


Non-haemolytic streptococcus Presentin 4 samples 


Streptococcus viridans Presentin | sample 
Micrococcus tetragenus Presentin 4 samples 
Micrococcus catarrhalis Presentin 2 samples 
Total potential pathogens Present in 17 samples 


Used Plates. The average recovery of organisms per series 
of 30 plates each in § different test runs was found to be 

207.500 organisms per plate 

17.000 organisms per plate 

$0,000 organisms per plate 

250,000 organisms per plate 

3,000,000 organisms per plate 
Used Glasses. Glasses used in public bars and licensed 
hotels were tested by Mr. H. J. Bunker,’ Research Depart- 
ment, Messrs. Barclay. Perkins and Co., London, when it 
was found that while beer (and presumably spirits also) 
is not a suitable medium for supporting bacterial growth. 
nevertheless it is possible for the following pathogenic 
organisms to pass from person to person through the 


mechanical agency of improperly cleansed glasses. 
tankards, ete.: 

Streptococci, non-haemolytic. Group  B; Streptococcus 
pyogenes: Streptococcus viridans; Streptococcus faecalis: 


B coli: B. fluorescens. 


Dish-water. As may be expected, dish-water, after very 
short use, is found to contain large numbers of organisms 
derived from the eating utensils washed therein, and also 
from the hands of the dish-washer. Average counts of 
300,000 organisms per c.c. of dish-water samples have 


* However. it is well known that typhoid and dysenter\ 
(amoebic and bacillary) * carriers’ contaminate their fingers 
after stooling and urinating, these organisms being then ver\ 
readily passed on to food and eating utensils through the 
mechanical agency of the fingers 
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been recorded by Dr. B. Mann.‘ Raw sewage contains 
1-5 milhon organisms per c.c. Hence it may be claimed 
that our present methods of cleansing eating utensils 
somewhat closely corresponds to washing them in raw 
sewage effluent. B. coli counts of 180 and upwards per 
100 c.c. in dish-water have also been recorded. 

Dish Towels and Dish Cloths. \t is not surprising, 
either that dish cloths and towels readily become con- 
taminated after washing and drying a very few dishes 
(eating utensils) under ordinary or customary conditions 
and methods. Hutchinson and Boycott" have recovered a 
wide variety of potential pathogens from dish towels and 
dish cloths used in civilian and army messes. Such cloths 
may thus become grossly contaminated and form a 
‘channel whereby infection might frequently be dis- 
seminated 

Human Sources. Vhe principal sources of pathogenic 
bacteria in humans are the following: 

Alr passages (respiratory tract): coughing. sneezing. spitting 
saliva, nose: lips. fingers. foodstuffs and eating utensils may 
thus become intected 

Excretory passages: faeces and urine: fingers, lips, food 
stuffs and eating utensils may thus become infected. 

The skin: septic and other acute and chronic conditions 
of the skin: fingers, lips, foodstuffs and eating utensils may 
thus become infected. 


PIDEMIOLOGY 


From the above it would appear that many different 
pathogenic organisms are capable of being conveyed from 
person to person through the mechanical agency of our 
ordinary and common methods and practices of serving 
and consuming foodstuffs in public eating-places——methods 
and practices rendered now more dangerous than ever 
because of the tremendous increase in public or com- 
munity feeding. Serving of foodstuffs for human 
consumption in public eating-places involves the use of 
the following agencies: 

a. Human beings: food handlers, servers, dish-washers, the 
chentéle or public: b. Eating utensils: crockery. cutlery, glass- 
ware, kitchen utensils: c. Cleansing methods: dish-washing. 
dish-water, dish cloths. dish towels. storage of utensils: 
d. Foodstutfs: transport, protection, storage. general handling. 

The following conditions may be considered as being 
the optimum dangerous conditions for bacterial and viral 
growth: 

a. Nutrient medium: b. Sufficient 
temperature; d. Time factor 

Under present-day conditions of public community 
feeding and drinking, with the tremendous volume and 
rapidity of turn-over of eating utensils, the above 4 
optimum dangerous requirements are usually all present. 

It is considered axiomatic that (a) it is not possible to 
sterilize the moist lips, (b) it is most difficult to sterilize the 
fingers under ordinary workaday conditions, and (c) it is 
possible to sterilize eating utensils both before and after 
use. 

Control measures, therefore, depend on, and follow 
from, a lively and well-trained appreciation of the con- 
ditions of optimum bacterial growth, and of the more 
common methods and vehicles of spread. It would appear 
from the researches of Rebell ef al.’ that B. coli, 
Staphylococci: and streptococci (and by analogy. most 
other pathogens spread through the mechanical agency of 


moisture: c. Suitable 
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our eating habits) die out readily when placed on a dry 
surface, even on a normally dry skin, but that they live 
and multiply in moist food particles left on or in used 
eating utensils (e.g. in the few drops left in the bottom 
of the milk bottle), on sweaty and sebaceous fingers, and 
in saliva from moist lips—e.g. the habit of cooks tasting 
their culinary efforts, or that of the mother tasting the 
baby’s food in the spoon with which she feeds her un- 
suspecting offspring 

It should be realized that any eating utensil which a 
human being can touch with his fingers or his lips, and 
thus any article of food or drink served on, in, or by such 
eating utensil, may become mechanically contaminated 
with organisms pathogenic to man. It must be accepted 
also that wholesale sterihzation of everything connected 
with eating (utensils, fingers, lips, food) is impracticable. 
Nov, if this were possible, would such a state of affairs be 
altogether desirable: for small doses of pathogenic 
organisms, repeated at reasonable intervals, build up a 
very considerable and desirable degree of immunity to 
such pathogens. 


CONTROL MEASURES 


A simp'e, yet wholly practical, approach to this problem 
would, therefore, seem both essential and desirable if the 
dangers now present and inherent in our public eating 
habits are to be controlled and perhaps eliminated. What- 
ever procedure or practice is adopted, it should be capable 
of being applied in any public eating-place—whether such 
public eating-place be one of our ultra-modern hotels, a 
Greek café or a Native eating-house. 

General cleanliness of the premises may be obtained by 
efficient dusting with oil-impregnated cloths and vacuum 
cleaners, proper drainage, proper collection and removal 
of refuse, hygienic water-borne sewerage, adequate light- 
ing and ventilation, exclusion and/or elimination of 
rodents, flies, roaches, ants and other vermin, ete., all of 
which are most essential for the elimination of gross con- 
tamination, but they are not, in themselves, adequate for 
our purpose. 

Registration of all public eating-places by the 
responsible local authority, provision of overalls to 
operatives, hand-washing facilities, frequent and routine 
inspections by trained health inspectors, actions at law, 
etc. while also most useful and even necessary, still will 
not. in themselves or in combination with the sanitary 
services outlined in the preceding paragraph, altogether 
meet our requirements. 

Good personal habits of cleanliness, such as washing 
of hands after stooling and urinating, and on coming on 
duty or when otherwise soiled, on the part of all members 
of the catering personnel, and even their routine medical 
examination, and immediate first-aid for cuts and 
scratches, will again, either alone or in combination with 
the measures mentioned in the two preceding paragraphs, 
not be sufficient to ensure the safety of the public 
patronizing public-eating places. 

Why should this be so? Because it 1s so easy to con- 
taminate eating utensils (and the food served on them) 
immediately prior to its use or consumption. Hence the 
time factor is extremely important. Infection may take 
place from two directions: the catering personnel may 
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infect the eating utensils on which food is served, while 
the consumer-public may infect the utensils and food 
scraps left over. These used utensils are often improperly 
cleansed and are used again before the contaminating 
organisms have been removed or have died off through 
drying, while infected food-scraps may be passed on to 
the poor or to the caterers’ servants or to animals, e.g. 
pigs (which may thus be infected with B. tuberculosis). So 
we have a vicious circle—a regular Royal Exchange of 
pathogens—in every public eating-place, most particularly 
during the rush hours of the mid-day and evening meals. 

Where then should our elforts and attention be 
focussed? While all the generally recognized and accepted 
standards of hygiene mentioned in the preceding section 
are considered essential and should be applied, the main 
or key point in the whole set-up of the public eating-place 
is the scullery sink. The wash-up sink, the place where 
used eating utensils are cleansed, whether it is situated in 
the kitchen proper or in the scullery, has been rather 
neglected by both medical men and sanitary engineers. 
Present-day designs are infereior to other domestic inven- 
tions and apparatus. The ordinary wash-up place in 
common use to-day consists of the following parts: 

a. A receptacle capable of holding water, of one compart- 
ment only, in which the used eating utensils are washed; 
b. A piped supply of water, usually both hot and cold; 
c. Soap and dish cloth for cleansing the dishes; d. A draining 
board, on which the washed utensils are placed to drain 


while awaiting drying: e¢. Dish towels, for drying the dishes; 
ft. The dish-washer, usually a Native servant. 


The wash-water, the dish cloth and the dish towel are 
changed only at the discretion of the dish-washer—and 
that is as seldom as may be. The scullery servant may or 
may not (usually not) wash hands before commencing 
washing the dishes. The sink or basin, the dish cloth and 
the dish towel may be clean to begin with, but are seldom 
if ever sterilized before or after washing-up process. 

Frisby ® says, in a recent article on Canteen Hygiene: 
*A hospital canteen was run by a private firm of con- 
tractors. Four sinks, all teak, were used at the same time 
for washing-up eating utensils. These eating utensils were, 
after being washed, drained and wiped with towels. 
Bacteriological results, with this method, using hot water, 
soap, and a handful of washing soda, and changing the 
water when too cold or too dirty, were uniformly bad. 

This is the common, everyday method of washing eating 
utensils—cups, spoons, forks, glasses, cutlery, pots, pans, 
It is inetlective from the point of view of bacterial 
cleansing; but it has its place. for this procedure is of use 
in that it removes the gross dirt and visible contamina- 
tion from the eating utensil; but it is only the first stage 
of a very essential procedure 

We must, of course, have a reasonable standard of 
utensil cleanliness to aim at—one that can be embodied 
in a public health code or regulation, so that enforcement 
by Court of Law can be carried out, should this prove 
necessary. The United States standard laid down by the 
U.S.A. Public Health Service is ‘less than one hundred 
organisms per utensil after washing or cleansing’. It ts 


etc. 


considered that it would be advisable to add to this 
standard: ‘and no B. coli present’. This idea 1s also put 
forward by Mr. A. H. Walters.” chief bacteriologist, 
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in a 


Milton-Deosan Research Laboratories, England, 
recent article on Hygiene in Communal Feeding: ‘If 
coliform-free wash-water and utensils (at the service point) 
can be obtained routinely, then it is safe to assume that 
for all practical purposes potential pathogens associated 
with food-poisoning’ (or, as I would like to express it, 
with ‘utensil diseases’) “have been eliminated.’ It is 
suggested that the following would be a reasonable and 
suitable standard of bacterial cleanliness to aim at: 

Culturing of swabs from used or stored eating utensils 
at 37°C should produce these minimum results: 

(a) Eating utensils: less than 100 colonies per c.c. and 
no B. coli; (b) Washing and rinse waters: less than 500 
colonies per c.c. and no B. coli in J c.c. 

Prevention of multiplication of pathogenic bacteria on 
eating utensils should be aimed at. This can be done 
by temperature control: rapid heating after cleansing and 
rinsing, followed by rapid cooling and drying.  Half- 
measures are of very little value; the process must be 
completed in all its phases if reasonable success is to be 
obtained. 

To achieve good results in this important field of public 
health, it is essential that, after cleaning off the visible 
dirt, used eating utensils should be sterilized by boiling or 
near-boiling. As an example of what this can accomplish, 
one can quote Leslie Davis:' ‘In the India Command 
of 1944 an outbreak of poliomyelitis was stayed by putting 
into operation a simple system of sterilizing the troops’ 
mess tins and cutlery after meals. It has been shown 
experimentally that temperatures of 80 C are sufficient 
(.e. are necessary) to kill off such common organisms 
as B. coli, Haemolytic streptococci and Staphylococcus 
aureus. Eating utensils soaked in rinse water (that is, 
after gross cleansing) at 80° C for periods of 5-10 seconds 
are rendered sterile. Hand washing of eating utensils can 
never take place in wash-water at this temperature—any 
temperature over 45°C (113°F) is too hot for the human 
hand. 

Eating utensils may be washed either by hand or in dish- 
washing machines. In both methods the principles are the 
same, namely, (a) to get rid of all visible dirt (proteins, 
fats and stains) by friction—this entails the use of soap 
and water and a wash cloth or a detergent solution (such 
as the detergent-hypochlorite solutions), (b) to. sterilize 
the cleansed utensil by immersion in clean water at 80- 
8S°C for a short period, (c) to dry the cleansed and 
Sterilized utensil, without re-contaminating it, by the use 
of sterile dish towels, by warm air, etc. Dish towels may 
be either linen or paper. If linen towels are used they 
should be freshly ironed just prior to use. Paper dish 
towels are considered more satisfactory. Tanner '! reports 
that during the process of paper-making temperatures of 
upwards of 285° F are reached, thus effectively destroying 
all bacteria and viruses. Direct experiments show that 
bacteria die out very rapidly on clean paper. 

In all but the very smallest of public eating-places, 
mechanical dish-washing should replace hand washing of 
eating utensils. A number of dish-washing machines are 
on the market but none that I know of quite fulfils all the 
requirements which | consider necessary. The ideal dish- 
washing apparatus should comprise the following: 

(a) Utensil-washing compartment for gross cleansing 
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(Stage I); (b) Utensil-rinsing compartment to get rid of 
soap (Stage II); (c) Utensil-sterilizing compartment, cap- 
able of heating water up to 80-85°C (Stage IID); (d) 
Utensil-drying compartment, capable of warming air up 
to 110° F (Stage IV). 

In this suggested 4-compartment dish-washing apparatus, 
compartments (c) and (d) should be electrically heated. 
After treatment in compartment (a) (Stage I), eating 
utensils should be placed in wire or perforated and suitably 
compartmented metal baskets provided with handles to 
facilitate handling without touching by the operator or 
dish washer. Such a dish-washing apparatus would meet 
the requirements of public health in regard to the control 
of * utensil-spread diseases’ in public eating-places. Lastly, 
such an apparatus should be reasonable in price: it should 
not take up too much space; it should be readily and 
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rapidly repairable, spare parts being available, and it 
should be constructed of stainless steel. 


My sincere thanks are due to the Secretary for Health for 
his kind permission to publish this paper. 
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Pulmonary Research 


Thyroid extract has been used in the treatment of essen- 
tial hypertension by several investigators during the past 
SO years. These early studies gave conflicting 
results, some authors considering thyroid extract to be of 
no value while others considered it useful.*- 
More recently, Menof !:* noted its effects in a large series 
of hypertensive subjects and felt that the majority derived 
considerable benefit from such treatment. We undertook 
the present study in an attempt to reproduce these 
encouraging results. 


MATERIAL AND METHOD 


The patients were selected from the medical out-patient 
clinics of the Johannesburg Hospital, or were referred by 
casualty officers. Cases with evidence of angina pectoris, 
previous cerebro-vascular accidents, or recent myocardial 
infarction were excluded. No was accepted for 
study unless 3 initial readings by the investigators during 
the period of study were 150 mm. Hg systolic and 90 
mm. Hg diastolic, or higher. Twenty-two patients were 
studied, 12 of whom had been attending as out-patients 
for periods varying from 2 weeks to 17 years, during which 
time numerous isolated blood pressure readings had shown 
hypertension The remaining 10 were found by the 
casualty officers to have isolated blood pressure readings 
above normal. 

The patients ranged in age from 39 to 72 years (mean 
S8 vears) with a female male ratio of 6: 1. The duration 


ease 


of the Witwatersrand and Johannesburg General Hospitu, and © ardio- 
Unit, Council for Scientific and Industrial 


Research 


of symptoms varied from 1 month to 14 years (mean 4 
years). The commonest symptom was headache (13 cases); 
others less common were palpitations, breathlessness on 
effort, dizziness, irritability, insomnia and hot flushes. 
Clinical investigations included study of the optic fundus, 
X-ray for heart size, electrocardiography, blood urea 
estimation and examination of the urine. Renal con- 
centrating power was tested by measuring the specific 
gravity of a specimen passed after 1&8 hours of fluid 
restriction. As this test was done as an out-patient 
procedure, supervision could not be exercised, and it is 
probable that higher specific gravities could have been 
obtained in many cases under ward conditions 

Nine patients showed grade Il retinal changes 
(Wagener and Keith '*) and 12 patients had grade I 
Sixteen of the 19 patiens who were X-rayed 
showed left ventricular enlargement, and & of the 22 
patients had signs of left ventricular hypertrophy on 
routine 12-lead electrocardiography. Two other cases had 
abnormal electrocardiograms, case 21 showing an old 
anterior infarct and right bundle branch block, and case 
7 showing left bundle branch block. The blood urea was 
abnormally raised in only 2 patients (case 14, 52 mgm. %, 
and case 17, 109 mgm ) and albuminuria was present in 
only one (case 17). In II patients the urine concentrated 
to 1.020 or more, and in 8 the specific gravity was between 
1.015 and 1.020. In only 2 was it below 1,015 

As far as possible, each patient was examined by the 
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TABLE | 
Change in BP Symp- Svmp- Change 
mm. He tomatic tomati: Change Pulse Pulse nm 
Case No Period Period Period Period Period Dura- Dura- Dura- Jm- /m- in Pres- Pres. Pulse 
? 4 tion tion prove- Prove- Weight sure sure Pres- 
Before During After Periods Period Period ment ment on Period Period sure 
Thyroid Thyroid Thyroid 2 and 3 4 on on Thyroid 3 4 on 
(wks.) (wks.) (wks.) Placebo Thyroid (th) Thyroid 
193 195 188 2 7 
195 183 153 162 30 
2 95 10395 75 28 
170 160 165 163 162 +§$ 
, 110 97 107 98 96 +10 
' 2nd Trial 158 163 140 129 5 
94 94 84 82 0 
212 198 196 157 14 
0 | 12 | i 
163 187 ISS 146 6 
100 103 95 92 +3 
160 160 168 167 140 +8 
107 103g 97 83 5 
mn 181 164 148 164 147 16 1 
95 94 87 90 87 7 +3 
. 211 193 167 187 200 ~ 26 + 2 
105 103 97 94 100 6 3 
160 145 175 158 +30 
120 95 105 101 +10 
10 207 184 197 193 190 13 4 
118 107 120 123 123 +13 3 
187 216 186 29 
10 2nd Trial 116 123 106 7 
203 197 193 197 6 4 
130 120 109 113 10 
12 176 175 177 158 1 2 
102 106 107 101 
220 176 171 7 5 
107 107 97 10 
2% 213 220° 23 +7 
” 130 95 94 92 35 I 
173 168 167 5 
110 101 100 9 1 
16 193 163 168 30 
109 92 95 17 
163 177 +4 
16 2nd Trial 98 108 10 
- 198 195 198 190 3 
121 106 103 103 ; 
18 173 189 + 16 
93 101 8 
19 170 175 173 179 + § 2 
100 110 109 113 +10 1 
» 225 230 230 220 230 0 10 
11S 11s 127 130 125 +12 3 
95 189 | 3 +3 
= 130 97 90 107 7 +17 
ae 155 180 167 163 13 a 


103 117 110 103 7 


PERIOD | Average of last 3 readings bef 

2 Average of first 3 readings at clinic (mm 
; Average of last 3 readings on 

4 Average of last 3 readings on thyroid ¢ 
§ Average of last 3 post-thy roid re 
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t under Observation at clinic (mm Hg) 
Hg) 
mm. He) 
m. Hg) 
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THERE'S IN} 


MBJNED ACTION 


The answer to many a_ problem 
lies in combined action. Witness the higher 
blood levels and the greater clinical efficacy that have been 
reported from the oral administration of penicillin and the sulphon- 
amides simultaneously in cases when the oral administration of the 
antibiotic or chemotherapeutic agent alone has been ineffective. 
A convenient means of applying this combined antibacterial therapy 
is Sulpenin. Containing penicillin, sulphadiazine and sulphamerazine 
in balanced dosage, it provides a valuable treatment for many 
infections due to susceptible micro-organisms. By utilising the 
synergistic action between penicillin and the sulphonamides the anti- 
bacterial range is increased, the likelihood of kidney damage is 
lessened and the tendency for the bacteria to develop mutant strains 
resistant to one or other of the component drugs is reduced. 


SULPENIN 


Combined Oral Penicillin and Sulphonamide Therapy 


In tubes of 10 and bottles of 100 tablets. 


Each tablet contains 
Crystalline Penicillin G (Potassium Salt), 100,00) units, 
Sulphamerazine, 025 gramme, Sulphadiazine, gramme 


Lrerature on request. 
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DORMUPAX 


REGD 


AN IMPROVED BARBITURIC HYPNOTIC OF GOOD 
COMPATIBILITY AND WIDE THERAPEUTIC MARGIN 


The House of Hommel now make available * DORMUPAX’, whose high efficacy 


derives primarily from its inclusion of the calcium salt of n-butyl-allyl-barbiturate, 


presented for the first time in the new product. 


; Each Tablet of Calcium n-butyl-allyl-barbiturate 3.75 grains 
FORMULA < 
*‘Dormupax’ contains | Carbromalum B.P.C. 1.5 grains 


PHARMACOLOGY The therapeutic index of n-buty/-allvl-barbituric acid is superior 
to that of the majority of commonly used barbituric acid derivatives, i.e. of butyl, ethyl, 
isopropyl and phenyl structure. The therapeutic index (DE /DL) is as low as 0.27. The 
quotient DE/DL is even more favourable for the calcium salt than for the acid. 

The molecule of n-butyl-allyl-barbituric acid reaches the sleep centre unchanged. After 
an average sleep duration of 8 hours, it is completely degraded to an indifferent form. 
The efficacy of ‘Dormupax’ is reinforced by carbromalum. 

CLINICAL DATA ‘Dormupax’ has been thoroughly investigated in several mental 
asylums. Because the dosages are often much above the normal standard in these insti- 
tutions, the two most important factors for a hypnotic—efficacy and compatibility— 
could be examined in detail. The results were highly satisfactory. In senile, motor- 
restless patients the efficacy was good on dosage of half a tablet in the afternoon and 
one tablet in the evening. Disagreeable after-effects were not observed. 

Excited insane patients tolerate 4 tablets daily in a course of 2 to 4 days without any 
deleterious after-effects. For hypertonics the concurrent administration of ‘Hyperysin’- 
Hommel proved to be very effective. 

INDICATIONS Insomnia due to psychic causes or pain—Insomnia in various diseases, 
especially circulatory, or arteriosclerosis—Spastic vascular states. In these cases the 
combination of “~Dormupax’ and ‘“Hyperysin’-Hommel is indicated. 

DOSAGE: Maximum daily single dose PACKS: Standard Tube of 12 Tablets; bottles 
2? Tablets; maximum daily dose: § Tablets of 250 ( Dispensing). Samples of * Dormupax’ 


Further information on dosage supplied in available on personally signed request of phy- 
literature on request. sicians only |Sch. 1V) from the Medical Dept. 


HOMMEL’S HFEMATOGEN & DRUG CO., 


121 NORWOOD ROAD, LONDON S.E.24. 


Our Sole Agents tor SOUTH AFRICA Messrs. LENNON LIMITED 


PO Box 9, CAPE TOWN PO. Bow 24. PORT ELIZABETH PO. Box 266, DURBAN, NATAL 
P.O. Box 928, JOHANNESBURG, TRANSVAAL P.O. Box 76, EAST LONDON 
P.O. Box 1102, BULAWAYO, Southern Rhodesia PO. Box 379, SALISBURY Southern Rhodesia 
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maak lehker! 


Veorspreider 
Elke smaaklike teelepelvol 

PETERSEN LTD, 
Posbus 38, Kaapstad 
van 250 mg. ts geneeskundig, Posbus 5785, Johannesburg 
Umbilo-weg 113. Durban 
Suid-Afrika 


doeltreffend en word goed geduld 


‘Terramyvein 


gegeur vir MONDELINGE TOEDIENING 


PFIZER INTERNATIONAL 
Service Co., Inc. 


25 Broad Street. New York 4,N. Y.,U.S. A. 
Gestig 1849 


Grootste Vervaardiger van Antthiotiese Middele in die Wereld 
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SOMNESIN 


(METHYLPENTYNOL B.D.H.) 


Non-barbiturate for sleep 


SOMNESIN is a hypnotic of a new type. It is rapidly assimilated and is 
non-cumulative. Sleep is induced, in most cases within half an hour, and 
lasts five hours or more. No “ hangover ™ effects are experienced. 
Somnesin is issued in capsules each containing 250 mg. The optimum 


dosage is | or 2 capsules. Containers of 20 and 100 capsules. 


Literature is available on request. 


BRITISH DRUG HOUSES (SOUTH AFRICA) (PTY.) LTD., 
123 JEPPE STREET, JOHANNESBURG, 


ViTamin 


@ OCEAN GOLD HAKE LIVER OIL 
10,000 1.U. “A” and 200 1.U. per gm. 
6-oz. and 3-oz. Bottles. 

@ OCEAN GOLD NO. 50 . . . STONEBASS 
$0,000 1.U. “A’’ and 5,000 1.U. “‘D’’ per gm. 
5-c.c. Dropper Bottle. 

@ OCEAN GOLD CAPSULES 
5,000 1.U. “A’’ and 500 1.U. “‘D”’ per capsule. 
Bottles of 35. 


@ OCEAN GOLD HAKE LIVER OIL & MALT 
. “A” and 200 1.U. “D” per gm. 


CAPSULES 


@ OCEAN GOLD ANTI-ANAMIA TABLETS 
Contains the B,, Vitamin. In bottles of 50. 


RECOMMEND THESE PRODUCTS WITH 
CONFIDENCE . . . they are better in quality, 
better in presentation and far cheaper in 
price than the imported article. 


We supply in bulk to Hospitals, Clinics, etc. — Samples, Literature and any further information forwarded on request 


VITAMIN OILS LTD., EAST QUAY, DOCKS, CAPE TOWN, P.O. BOX 1628 


P 
5 
/ » 4) 4 
tA Y ap } 
\ 
= 
Ne 
a 
‘ LN | 
— & | 


22 Augustus 1953 S.A. TYDSKRIFt 
same observer at each session. The blood pressure 
readings were made with the patient recumbent and two 
readings were made at each visit, the interval between 
readings being 5 minutes. The reading with the lower 
diastolic pressure was used in the tables and graphs. 
Patients were requested to return once weekly, but intervals 
of up to | month between readings occurred in isolated 
cases and were accepted if the medication had been con- 
tinued during this period. Eighteen patients were observed 
for a few weeks, on previously prescribed medication such 
as Sedation before starting treatment with a placebo made 
up to resemble the thyroid extract used (proloid). After 
at least 4 weeks of placebo treatment, the therapy was 
changed without the patient's knowledge to 3 grains of 
thyroid extract daily. Observations were then continued 
tor periods varying from 4 to 23 weeks. Finally another 
course of placebo was given without the patient's know- 
ledge, in 17 trials. The average duration of prethyroid 
observation was 10 weeks (range 4-20 weeks), of thyroid 
treatment 8 weeks (range 4+ 23 weeks), and of post-thyroid 
observation 8 weeks (range 2-20 weeks). In 3 cases (cases 
3. 10 and 16) a second trial of thyroid treatment was then 
undertaken. In all there were 25 trials on 22 patients. 


RESULTS 


(a) Blood Pressure. In an attempt to assess the presence 
of significant trends, the average blood pressures during 
different phases of an individual trial have been compared 
(see Table I). A change of at least 25 mm. Hg in the 
systolic pressures and 15 mm. Hg in the diastolic was 
arbitrarily considered for purposes of comparison to be 
significant’. Smaller fluctuations were recorded as ‘no 
change 

The average blood pressures of the first 3 visits to the 
clinic before the commencement of placebo therapy (18 
trials only) were first compared with the average blood 
pressures of the last 3 visits while on placebo immediately 
before its replacement by thyroid. In one patient there 
was a Significant fall in both systolic and diastolic pressures 
(case 2), in one patient (case 14) there was a fall in dias- 
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tohe pressure alone, and in one patent (case 8) there 
was a fall in systolic pressure only. Thus in 2 cases there 
was a ‘significant’ fall in diastolic pressure (maximum 
fall 35 mm.) coincidentally with the administration of 
placebo therapy. In 15 patients, however, there was no 
change in either systolic or diastolic pressure. 

Next the average of the pressures obtained on the 3 
visits immediately preceding the institution of thyroid 
was compared with the average of the last 3 readings 
recorded while on thyroid treatment. Out of 25 trials 
there was a significant decrease in both systolic and 
diastolic pressures (30 and 17 mm. Hg) in one (case 
16), a significant fall in diastolic pressure alone (17 mm. 
Hg) in one (case 4), while in no case was there a signifi- 
cant fall in systolic pressure alone. There was therefore 
a Significant drop in diastolic pressure in 2 out of 25 trials. 
In 20 there was no significant change, while in 2 (cases 9 
and 8) there was a rise in systolic pressure. One patient 
(case 21) showed a rise in diastolic pressures alone. The 
greatest rise in any patient was 17 mm. Hg diastolic (case 
21) and 30 mm. Hg systolic (case 9). 

Lastly, the average of the last 3 readings while on 
thyroid was compared with the average of the last 3 
readings of the post-thyroid placebo period in 17 trials. 
No patient showed a significant drop in diastolic pressure 
compared with the level during thyroid treatment, and 3 
showed a fall in systolic pressure alone (cases 4, 6, and 
10). Only one of these patients (case 4) had shown a fall 
in diastolic pressure while on thyroid. The maximum 
systolic fall was 29 mm. Hg (case 4). 

Four cases reverted to levels below 150/90 mm. Hg 
during this study. One reverted before thyroid treatment 
commenced, one during thyroid treatment, and 2 in the 
post-observation treatment period while on placebo. In 
one of the latter cases, this occurred after a second trial 
of thyroid (case 3, trial 2). 

While there was a fall in puise pressure (varying from 1 
to 14 mm. Hg) during thyroid treatment in 7 trials, there 
wus an increase (varying from 3 to 23 mm. Hg) in 15 
others. Two cases showed no change in pulse pressures. 
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The individual readings of all the 25 thyroid trials have 
been combined into one graph (Fig. 1). No obvious 
downward trend while on thyroid is revealed. It may be 
seen that individual readings both before and during 
thyroid treatment were normal in many cases, while the 
average readings were well above norma! This 
phenomenon was observed in 13 of the 22 cases and has 
been recognized by other investigators. ' 

(b) Symptomatic Improvement. Twelve patients claimed 
to have symptomatic improvement while under observa- 
tion or on placebo, while one patient commented on 
subjective improvement during thyroid treatment (case 16). 
In this case the associated fall in blood pressure, 193 109 
mm. Hg to 163/92 mm. Hg, while on thyroid strongly 
suggested that the treatment had been effective. It is of 
interest that there was no evidence of hypothyroidism as 
judged by blood cholesterol, radio-iodine uptake, and 
basal metabolic rate and that during a second trial of 
thyroid the bood pressure again rose to almost the initial 
level (178/100 mm. Hg). Nine patients noticed no 
improvement on either placebo or thyroid, while one 
patient complained of feeling worse on thyroid (case 7). 

Two patients (cases | and 21) died during this study. 
Case | died from cerebral haemorrhage several weeks 
after thyroid treatment had ended, and case 21 died 
suddenly while on thyroid treatment of 15 weeks’ duration. 
Autopsies were not obtained. 

(c) Weight Change. A decrease in weight of more than 
5S Ib. occurred in 5 subjects while on thyroid (cases 11, 
12, 17, 18, 22). In none of these was there any significant 
change in blood pressure. 


DISCUSSION 


The use of thyroid extract for the treatment of hyper- 
tension is by no means new. In 1903 Nicholson 

commented favourably on its effect on headache and other 
symptoms in 2 cases of high blood pressure of preg- 
nancy. He did not, however, give the blood pressure 
readings. In 1915S Sir Clifford Allbutt” stated, * By thyroid 
extract given in ordinary doses in high pressure cases, | 
have obtained no advantage; but the doses of 30 to 40 
grains of which we read, assuredly ought to set up some 
distirbance good or bad’. In 1925 the same author ‘ 
stated, * There are a few cases in which we find the extract 
to be successful, perhaps in some of the obese *. Oliver * 
in 1916 commented that ‘in many cases of increased 
arterial pressure, it (ie. thyroid) is sometimes useful, 
especially in subjects over 45 or SO years of age of a 
gouty or obese type’. In 1917, Waller,’ after a very 
careful study, concluded that thyroid extract did not reduce 
blood pressure. Sir Thomas Lewis® 1933 included 
thyroid extract among the more widely tried substances 
in the treatment of hypertension, and stated that despite 
strong claims for these various substances, “none has come 
to be regarded as reliable or even as offering much or any 
prospect of benefit More recently Menof |: - found that 
out of 334 hypertensive patients treated with thyroid, the 
blood pressure in 46 cases (14°) fell to normal levels. in 
183 cases (S5°,) to intermediate levels—but the fall in 
blood pressure was ‘clearly defined’, and in 105 patients 
(31%) there was no fall. He accepted an arbitrary figure ot 
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130 mm. Hg systolic and 90 mm. Hg diastolic as the upper 
limits of normal. 

Several findings in the present trial call for comment. 
Ihe tact that 2 out of I8 cases showed a significant 
decrease in diastolic pressure while on placebo treatment 
bears out what other observers have found in relation to 
such treatment. Ayman’ has established the fact that 
repeated blood pressure readings in any single patient 
will usually show a drop over the first 5 or 6 weekly read- 
ings, and even a continuous decrease over a period of 
4+ months or longer may be observed in the absence ot 
any treatment, although the diastolic pressure may neve! 
reach normal levels. [The continued fall in blood pressure 
in some of the patients in this series after stopping 
thyroid treatment, may merely reflect this phenomenon 
It 1s possible, however, to argue that thyroid may have 
a delayed action or even that it may make the blood 
pressure more labile. although Menof! has stressed the 
tact that in successful cases there is a rise of pressure 
within 2 weeks after cessation of thyroid treatment. 

The fact that 12 out of 22 patients showed sympto- 
matic improvement on the placebo while only one obtained 
symptomatic or further improvement while on thyroid is 
in accordance with the views of other workers on placebo 
treatment of hypertension. Ayman" reported 
symptomatic improvement in SO of patients treated with 
coloured hydrochloric acid, and showed that this accorded 
well with the symptomatic improvement reported by other 
workers with such agents as garlic or mistletoe. 

Only 2 patients showed a significant drop of diastolic 
pressure on thyroid. Only one (case 16), of these subjects 
showed a corresponding symptomatic improvement. This 
case has already received comment, but it is worth noting 
that there was a slow rise to initial hypertensive levels 
during a second trial of thyroid in this case. If the initial 
improvement in this case had been due to thyroid extract. 
one might have expected a rise in pressure on conclusion 
of thyroid treatment, and a further drop on reinstituting 
thyroid therapy as suggested by Menof in his series. 
These results are thus no better than would be expected 
with any form of non-specific therapy hypertension 
It must also be remembered that one patient (case 21) 
showed a significant rise in diastolic pressure on thyroid 
treatment, 

Menot - stated that renal hypertension does not respond 
to thyroid treatment, but in our series only 2 of the 25 
trials appeared to be renal in origin, and there is no 
reason to believe that the remaining patients were not 
cases of essential hypertension, or that they should not 
have responded to any beneficial etfects produced by 
thyroid extract. A coincident weight loss during treatment 
appeared to have no significant etlect on blood pressure 
in the 9 patients in whom the loss was more than 5 Ib 
This agrees with recent views that the effect of weight 
reduction on blood pressure is inconstant, although such 
weight reduction may afford other benefits to the 
patient. 

While the number of cases in this study ts too small for 
accurate statistical evaluation, it would appear that no 
dramatic improvement in blood pressure or symptoms 
occurs in the average case of essential hypertension on 
treatment with thyroid extract in a dose of 3 gr. daily 
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SUMMARY 


Twenty-two cases of hypertension were treated with 
thyroid extract following a control period of placebo 
administration. Two out of 18 patients had a decrease 
in diastolic pressure of more than 15 mm. Hg on no treat- 
ment or on placebo therapy, while in 2 out of 25 trials 
there was a decrease in diastolic pressure of more than 
15 mm. Hg on thyroid therapy. 

It does not appear that thyroid extract in the dose used 
has any dramatic etfect beneficial or otherwise on the level 
of blood pressure or on the symptoms of essential hyper- 
tension. 

We are grateful to Professor G. A. Elliott for his stimulating 
advice and to Drs. M. R. Becklake and D. Jacobs for 
assistance in the trial. Acknowledgements are also due to 
Dr. N. Segel. Mr. J. P. Shreve and Mr. A. M. Shevitz for 
their help. Finally we wish to thank ‘Dr. P. Menof, whose 


work provided the original stimulus for this survey, for his 
helpful comments on the results of this study. 
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VERENIGINGSNUUS 


GRIQUALAND West BRANCH 


MEETING HELD aT Hospriat On 25 Jury 


Present: Dr. J. H. Kretzmar in the chair and 24 other mem- 
bers. Also as guest speakers Mr. L. Fatti and Mr. G. Katz. 

The Chairman introduced the speakers and briefly sketched 
the development of the surgery of the heart, indicating the 
alteration in prognosis for the congenital cardiac patient in 
recent times. 

Mr. G. Katz addressed the meeting on certain congenital 
cardiac conditions 

1. Patent Ductus Arteriosus. The ductus normally present 
in the foetus, generally closes at birth. If it does not do so 
there results a continuous blood-flow from aorta to pulmonary 
artery. It may occur alone or along with other malformations 
such as pulmonary stenosis. The diagnosis is generally eas) 
There is the machinery murmur and the child is usually 
poorly developed physically (* fairy-like*) Arterial signs 
similar to aortic regurgitation may appear. The main reasons 
for surgical interference are the predisposition to subacute 
infective endocarditis and the fact that few cases survive 
beyond 40. The operation consists of exposure of the heart 
and ligation of the ductus in continuity (recanalization has 
been claimed to have occurred with this procedure) or applying 
clamps and dividing the ductus and suturing either end 

2. Coarctation of the Aorta. When the ductus arteriosus 
shrinks the aorta sometimes becomes constricted at the inser- 
tion of the ductus. The obstruction is partial or complete. 
If complete. greatly dilated anastomotic vessels develop, 
especially the internal mammary and scapular vessels, inter- 
costals, etc. The presence of these or hypertension in a 
voung person should always raise suspicion. Notching of 
the lower borders of the ribs in an important radiological! 
sign. There are types—the adult type (ductus obliterated) 
and the infantile type (ductus present). In the latter pinkness 
of upper extremity and blueness of lower extremity is noted. 
Operation is advised especially in the young (5-15). After 
20 years old operation is hazardous because of the develop- 
ment of atheroma. It is to be noted that it may take 18 
months after the operation before the blood pressure becomes 
normal again 


3. Pulmonary Stenosis. Exemplitied by Fallot’s tetralogy. 
Angiograms and cardiac catheters are important aids to diag- 
nosis The operative procedures are the Taussig-Blalock 
“systemic pulmonary anastomosis’ or the Brock * pulmonary 
valvotomy * 

4. Double Aortic Arch. An interesting X-ray picture of 
this condition was shown causing dysphagia lusoria. 

A film was then shown demonstrating the instruments used 
and the operation for pulmonary valvotomy. 

After tea. Mr. L. Fatti discussed the question of surgical 
treatment of mitral stenosis and analysed a series of 120 
cases. In the last 64 there had been no deaths, and of the 
earlier cases only 7. Improvement had been obtained in 
89 Where mitral incompetence was present (14 cases) and 
therefore a poor result could have been anticipated, there 
was nevertheless improvement in 2 and none of the others 
were worse off 

The most important factor in the operative procedure was 
the anaesthetic handling (pentothal and scoline induction, 
intubation, intravenous pethidine and gas and oxygen). 
Intravenous procaine is important and prevents ventricular 
fibrillation. 

After exposure of the heart, the auricle is clamped and 
incised: the finger (which acts also as a haemostat) is inserted 
and perforates the valve. If clots are felt, the blood jet is 
allowed to blow them out. If the valve is elastic and will 
not split, it is cut with a Brock’s or similar knife. 

Types. 1. With mitral murmur, fully compensated, no 
symptoms—do not operate (one day these may be done 
prophylactically ). 

2. Where not fully compensated—operate. Important signs 
are orthopnoea, dyspnoea and haemoptysis. Right-sided 
failure is no contra-indication but patient should be given 
medical treatment until the myocardium responds. 

After questions from the floor by Dr. H. F. Loewenthal 
and Mr. N. Kretzmar the meeting was closed with votes of 
thanks. 


CAPE WESTERN BRANCH 


BUSINESS MEETING HELD ON 26 JuNE 1953 


The President. Mr. R. Lane Forsyth, took the chair. 

The President announced that a vers successful Hobbies 
evening was held on 10 June. Another of these meetings 
was due shortly; would members who would like to take part 
let him know and he would send them notices. 


Emeritus Membership. A letter from Mr. T. Lindsay 
Sandes was read thanking the Branch for the recommendation 
to Federal Council and stating that he will not be able to 
attend to receive his certificate. He offers his regret, and his 
thanks and compliments to all his old friends and colleagues, 


721 
9 
10 
12 
. 
ag 
at 
| 


S.A. MEDICAL JOURNAL 


tor whom he retains a high regard, and for the Association 
which holds them together in professional co-operation. The 
President stated that the Branch Council had agreed that 2 
or 3 members wait upon Mr. Sandes at his house to present 
the certificate and to take a message from all the members 
of the Branch wishing him good health during happy days 
ahead 4¢clamation 

Dr. H. Kramer and Mr. W. Lennox Gordon would be 
presented with thei certificates at a social occasion of the 
Branch 

Presentation of Medals. The President stated that the 
Branch had the high honour of having two of its members 
responsible for the best articles in the Medical Journal during 
1952 feclamation. (a) Prof. F. Forman had been awarded 
the Hamilton-Maynard Memorial Medal for his article 
Thyroid Disease; The Use of the Fertile Hen's Eee in its 
Diagnosis 25 October 1952). presenting this 
medal to Prof. Forman the President stated that he was 
extremely glad that he had the honour of doing so, and that 
the article was such as could be expected from a man of 
Prof. Forman’s calibre: further, that the Branch was indebted 
to him, for in very many ways he had helped to bring the 
Association and the University together in real harmony 
fcclamation, (b) Dr. M. Glass had been awarded the Leipold 
Memorial Medal for his article Duplication of the Maxillary 
tntrum: Symptomatology, Diagnosis and Treatment Vdournal 
& November 1952), and the President felt that Dr. Glass 
was influenced by Dr. Leipoldt, who was the first Editor of 
the 8.4. Medical Journal and who was also a teacher of his 
In presenting this medal to Dr. Glass, the President expressed 
his extreme pleasure, and said that this very well-constructed 
article showed the great amount of work that Dr. Glass had 
devoted to this subject, of which he had made a hobby. He 
said he hoped this occasion would inspire other general 
practitioners to produce articles for the Journal and looked 
forward to a member producing a worthy article in Afrikaans 
Acclamation 

Medical Aid Societies. (a) Exclusion of Venereal Disease 
and Alcoholism from Benefits: Letter was read from Dr 
Marchand stating that the Central Committee for Contract 
Practice was not in favour of asking Medical Aid Societies 
to accept lability for the treatment of venereal disease and 
alcoholism as a condition of approval. The President explained 
that the reason why this matter had been brought up by 
this Branch was that general practitioners were being victim- 
ized in that they gave a great deal of attention to people with 
these conditions and then their accounts were turned down 
by the Societies. Dr. A. Palley asked whether congenital 
syphillis in) pregnancy was accepted. Mr. J. A. Currie 
answered that there was a tendency to exclude it. Drs. | 
Blumberg and J. H. L. Shapiro were of the opinion that this 
was a matter between the members of Medical Aid Societies 
and the Society which insures them. It was resolved that the 
matter be referred back to the Central Committee for Con 
tract Practice, asking the Committee to discuss this matter 
again at the Joint meeting with Medical Aid Societies late: 
in the year 

(b) Exclusion of Medical Aid Society Patients from Groote 
Schuur Hospital: This matter arose out of a letter from Dr 
H. Muller regarding the hardship experienced by certain 
Medical Aid Society patients, in which he protested against 
the ruling contained in a circular from this Branch that 
Medical Aid Society patients should be excluded from Groote 
Schuur Hospital except in cases of emergency. Letter was 
read from Dr. Marchand stating that this matter was dis- 
cussed by the Central Committee for Contract Practice, and 
that it was then agreed that the subject be brought up at 
the next Joint meeting with Medical Aid Societies. Dr. H 
Muller said the position arose through a misunderstanding 
At the January Branch Council meeting it was pointed out 
that Groote Schuur Hospital was prepared to accept Medica! 
Aid Society patients who were not able to afford private treat 
ment and the Branch Council then decided to send out a 
circular amending the previous one. He had not received 
such a circular. Both Dr. J. L. van Selm and Dr. H. Muller 
said they felt that it was the duty of the Branch to send 
out a circular correcting this mistake. Mr. Baigrie said it 
was not an amendment that should be sent out, but an 
addition. Dr. D. P. de Villiers stated that the onus is on 
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the Provincial Administration to make it clear who can and 
who cannot receive free treatment at Groote Schuur Hospitai. 
and he then suggested that the Branch ask the Administration 
to do so through the Press. This was agreed to by the 
meeting. 

(c) Withholding Recognition trom Medical Aid Societies 
which Provide in their Constitutions for the Payment of Fees 
to Non-registered Persons: A circular letter from Dr. L. M 
Marchand was read stating that this was a subject which had 
occupied the attention of the Medical Association for some 
tume already. On a previous occasion Federal Council thought 
it advisable to await the Report of the Select Committee on 
the Supplementary Health Services Bill with regard to the 
exclusion of chiropractors, osteopaths, etc. from the Bill. At 
the last meeting, however. it was thought that the Medical 
Association should take a definite stand against allowing 
medical practitioners to be placed on the same professional 
level as unregistered persons; but is was held that the granting 
of benefits to its members was a domestic matter of a Medical 
Aid Society, and did not concern medical practitioners. The 
Federal Council agreed that before taking any further steps 
the Branches should be consulted. Dr. Tonkin pointed out 
that the ethical rules laid down that we should not associate 
ourselves with non-registered pe sons, and that the matter 
would be settled once the Act of Parliament was passed 
when we should know just who was registered or not and 
the matter would sotve itself. The meeting agreed that the 
Medical Association should take a definite stand against 
allowing medical practitioners to be placed on the same pro- 
fessional level as non-registered persons. 

(d) Limitation of Number of Visits by Specialists to Medical 
Aid Society Patients: In his letter Dr. Marchand stated that 
a Medical Aid Society complained that certain specialis's 
submitted accounts for an unreasonable number of visits of! 
consultations. The point was not covered in the agreed 
Tariff. It was regarded as customary to refer back to the 
general practitioner the patient who required attention which 
he could give, while the specialist would continue to act in 
a consultative capacity. The Federal Council agreed to the 
limitation of the number of visits by specialists in the same 
way as visits by general practitioners. The actual basis of 
limitation was not settled. and the matter was to be discussed 
at a Joint meeting with Medical Aid Society representatives 
The Branch was asked for the views of members, especially 
specialist members. Further, a common basis should be 
adopted for the various specialties. It was resolved that the 
same limitation of visits be placed on a specialist as on a 
general practitioner, subject to the condition that if the practi- 
toner considers that further visits are mecessary. he shall 
inform the Society as soon as possible. 

4mendment of By-Law 7 (e) (Affiliated Student Member- 
ship). Letter from the Medical Secretary was read stating 
that at a recent meeting of the Federal Council a notice of 
motion was received that by-law 7 (e) be amended by the 
replacement of ‘final clinical year” by *3 clinical years’. 
This amendment was unanimously agreed to. 

Change to the Celsius Temperature Scale. Correspondence 
had been circulated. The motion that the change-over from 
Fahrenheit to Celsius be accepted was lost by one vote. 

Treatment of Private Patients by District Surgeons. Cor- 
respondence had been circulated. Dr. Tonkin said that this 
Association believes that a patient should have a free choice 
of doctor and that if a patient under private treatment asks 
the magistrate for an order for free medical attention by 
the District Surgeon, it is the request of the patient that the 
change be made. We cannot expect the magistrate to ring 
up the private practitioner. He felt that there ts nothing the 
Medical Association can do about this. It was agreed that 
this Branch has no objection to District Surgeons treating 
patients who have been referred to them by a magistrate 
and who have been receiving treatment from private practi- 
toners. 

College of Physicians and Surgeons. Dr. A. W. S. Sichel. 
Chairman of the Committee of the proposed College unfor- 
tunately being ill, Dr. H. Muller spoke on the position. He 
said that at the last Federal Council meeting the Southern 
Transvaal Branch vigorously opposed the draft constitution 
and after long and lively debate certain members of the com- 
mittee who were at that Federal Council meeting undertook 
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to put before the commitice the proposals that had been put 
forward. The proposals were later discussed when the com- 
mittee met in Cape Town. The points raised by the Trans- 
vaal Branches were (1) that the time for consideration should 
be extended and (2) that the Foundation fellows and members 
should have equal voting rights. They also wanted an assur- 
ance that the meeting at which the first Council is to be 
elected, should have the right to modify the constitution. It 
is eXpected that the Council would be elected by all founders 
present, both fellows and members: that the meeting would 
discuss any proposed amendments brought forward; and that 
the Council would be instructed to consider these proposals 
It has been agreed to send a memorandum to all registered 
practitioners informing them of the proposed changes, and 
that subscribers may have their money refunded if they object 
Mr. Cole Rous informed Dr. A. Goldberg that as far as he 
knew the term * college” has been accepted in the draft con 
stitution. He further stated that Mr. Boehmke was of the 
opimon that if at the Inaugural Meeting a motion is passed 
in favour of a change, that change should be submitted to 
the first Council for consideration. Mr. Cole Rous considered 
it very important that general practitioners should come into 
the college and be in it as much as everyone else. Acclama- 
tion. The President said that members who would like to 
be associated with this college as founders should apply 
without delay. 

Proposed Extension to Medical House. Letter from the 
Medical Secretary was read, asking whether the Branch agrees 
to the proposals contained therein. Dr. C. Shapiro, a membe: 
of the Joint Committee, said that Medical House is a ver\ 
valuable site and paid tribute to the colleagues who had the 
foresight to buy the site, which should now be worth § times 
as much as when it was bought. The building ts used partly 
by the Association (Head Office and Journal) and partly by 
the Branch. Two floors are occupied entirely by the Associa- 
tion and 3 rooms on the third are used by the Association 
and the Branch. There is also a small meeting room which 
seats about SO people. The Association feels that it needs 
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more space, and the Committee came to the conclusion that 
it would be a mistake to move out of the city as the building 
is capable of extension by a further 4 floors which, together 
with a lift. would cost approximately £22,000. Three floors 
would then be available for letting purposes. It was resolved 
that the meeting accept the proposal. 


Other Business. (a) Letter from Prof. J. T. Louw was 
read stating that a closer link between general practitioners 
and the University of Cape Town was desirable, and making 
certain suggestions. It was resolved that the suggestions be 
accepted by the Branch and referred to the General Pract 
toners’ Group tor further discussion. 

(b) A circular letter from the Medical Secretary was read 
concerning medical practice in the Native Territories. It 
had been brought to the notice of the S.A. Medical and 
Dental Council by the National Health Council that consider 
able evidence had been assembled that certain registered Bantu 
and European doctors had succumbed to a demand by Natives 
to diagnose and treat patients without questioning as to 
history and other proper procedures. An extreme example 
is prescribing after applying a stethoscope to an article of 
clothing of the patient in his absence. Some African head- 
men in the Transke: are asking why qualified doctors should 
ask patients questions whilst others are prepared to trust in 
physical examination only and thereby follow Native custom 
This matter had been considered by the Branch Council when 
it was decided that as it does not affect this Branch in par- 
ticular the correspondence be forwarded to the Divisions and 
to the Faculty of Medicine, University of Cape Town. 

Dr. Goldberg stated that he agreed with Dr. Blumberg at 
the Council meeting when he stated that in the cities the 
doctor often cannot make any headway with Native patients 
unless he knows their language, and that he felt that the 
Administrator should supply interpreters at certain hospitals. 
It was resolved that a letter be written to the Provincial 
Administration urging that interpreters of Native language be 
supplied at Provincial institutions. 


QUEENSTOWN Division OF BoRDER BRANCH 


ORDINARY GENERAL MEETING HELD IN 


Present, Dr. B. Wolfowitz in the chair and 18 other members 

The Chairman welcomed the newcomers, Drs. Brink and 
Van der Spuy. 

Clinical Cases. Dr. Gerber showed 3 cases: 

1. Female Native with a very rapidly growing scirrhous 
cancer of the right breast. 

2. Native child, aged 2 years, with a grossly deformed leg. 
probably the result of an intra-uterine fracture. Dr. G. Dall 
had operated taking a bone-graft from the tibia of the mother 
A skiagram showed the success of the operation. 

3. Male Native, aged $7 years; developed pain in the chest, 
cough, green-yellowish sputum: aspiration and treatment of 
no avail; symptoms recur. Diagnosis obscure. query abscess. 
bronchiectasis. lobar empyema, carcinoma. The incidence of 
cancer of the lung in the Bantu was discussed. It was agreed 
that a bronchoscopy should be done either in Port Elizabeth 
or Cape Town. 

The Chairman thanked Dr. Gerber for kindly presenting 
these interesting cases. 

Correspondence. 


1. Dr. A. Rosin was proposed by Dr. F. E. Ingle. seconded 
by Dr. G. Dall and unanimously appointed to represent the 
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Association on the Committee of the South African Blood 
Transfusion Service, Queenstown Station. 
2. Memorandum on Aseptic and Antiseptic Procedures. 


General 


Dr. R. Schatlery as Chairman of the loca! committee of 
the Blood Transfusion Service appealed to all the local 
medical men. especially the younger doctors, to co-operate 
and actively assoctate with the clinic and take a turn of duty 
when donors are to be bled. Dr. Rosin gave an interesting and 
helpful discourse on the procedure, management and technique 
of such a clinic. Members expressed their appreciation and 
thanks to Dr. Rosin. 

Dr. Schaffer spoke on the question of a Register of Special 
ists in the Union. 

The Chairman voiced the feelings of all present in wishing 
Dr. Schaffer a very happy holiday and pleasant trip on the 
Continent and America 

Dr. R. M. Schweitzer told of the intending visit of Mr. 
Duyn, Secretary of the International Diabetes Association. 
and invited members to meet him. 

The Meeting concluded with tea. 


THE BENEVOLENT FUND 


The following contributions to the Benevolent Fund during 
June 1953 are gratefully acknowledged : 


Votive Card: In Memory of: 
Dr. Z. J. de Beer by Dr. A. I. Goldberg. 
Dr. H. A. Motfat by Dr. A. 1. Goldberg. 


Mrs. Peter Allan by Dr. A. J. van der Spuy, 
and Dr. and Mrs. D. P. Marais. 


Marigold Marais by Mr. and Mrs. C. B. Harvey 
and Family, and Mr. and Mrs. D. Telfer and 
David 

Col. T. W. Cullinan by Dr. A. J. Orenstein 

Dr. Louis Zinober by Dr. Nathan Finn. 

Dr. L. Bernberg by Dr. Nathan Finn. 

Greta Ingle by Drs. R. B. Peckham, A. H. Baxter. 
C. A. Ovendale. N. A. van Buuren, and H. A. 
Kalle, 
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Dr. D. J. Dauth fy Dr. O. J. Verster and Mr. 
R. O. Betts 

Mr. W. Moodie by Dr. J. D. Mohr. 

Dr. C. H. Kruger by Dr. and Mrs. D. P. Marais, 


Dr. and Mrs. A. W. S. Sichel, Dr. A. J. Ballan- 
tine and Mr. L. B. Goldschmidt 

Mrs. Robert Wolff by Dr. E. C. Greenfield, Dr. 
W. G. Davis and Dr. Phyllis A. Don. 

Robert Douglas Dale. infant son of Mr. and 
Mrs. R. D. Dale, by Dr. and Mrs. D. P 
Marais 


Total Amount Received from Votive Cards £24 12 6 


Services Rendered to 
Mrs. Dr. H. Malherbe py 


Dr. lan Coster 


Dr. Stanley S. Hersch of 162 Lister Building, Johannesburg, 
has changed his residential telephone number to 40-3636. 

Dr. Ellis Fasser, M.D.. D.C.H.,. has commenced practice as 
a Specialist paediatrician at 29 Van Riebeek Building, Pretoria 


Telephones: Rooms: 3-7953; Residence: 4-2329 
Pror. A. Purer 
The University of Cape Town at its graduation ceremony in 


June conterred the degree of Doctor of Science honoris causa 
on Prof. A. Piper of Pretoria 


Dr. Rudolph Schatter of Queenstown left on Il August 
1953 on a tour of Europe and America. He travelled by air 
to Italy and will later proceed to London, where he is attend- 
ing a World Medical Education Conference as a representa- 
tive of South Africa He intends visiting Holland, where 
he will represent the Medical Association of South Africa at 
the 7th General Assembly of the World Medical 
be held at the Hague. In October he will be 
States of America, where he pronoses to 
post-graduate course. Dr. Schatfer 
Mrs. Schaffer 


Association to 
in the United 
take an intensive 
will be accompanied by 


Members are reminded that the 


Association has an arrange 
ment with the Atlas Assurance Company whereby they may 
insure themselves against claims made by third parties and 
arising out of their practices 
By agreement with the Federal Council the policy contains 
special provisions applicable only to members of the Assocta- 
tion and which cannot be supplied by any other company 
Enquiries should be addressed to the office of the Association 
(P.O. Box 643, Cape Town) or to any of the offices of the 
Atlas Assurance Company. 
SHAPIRO versus 


inp Sourm Aprican Mepticat 


Much publicity has been given in the lay and professional 
Press to the implications of the recent judgment in the 
Supreme Court (Transvaal Division) about the validity of the 
South African Medical and Dental Council's action in 
registering specialties. Misunderstandings may possibly have 
arisen and the Executive Committee of the Council has 
decided to bring the facts to the notice of all concerned. 

The facts are that an appeal against the said judgment has 
been properly noted, and the status ante quo has thus in the 
meantime been maintained. Until, therefore, a higher court 
has decided that the actions of the Council are in fact invalid 
the Council will continue with the registration of specialties 


The position at the present time is thus exactly as before the 
judgment was given 


AND DENTAL 


PROTECTION OF THE HEALTH OF WorRKERS 


The General Conference of the International Labour Organi- 
zation (LLO) has given approval to a formal Recommendation 
proposing a series of measures to be taken in the ILO'’S 
member countries to protect the health of workers in their 
places of employment 
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Deon, son of Dr. and Mrs. D. J. du Plessis by 


Dr. Wykerd. 
Total Amount Received from Services 
Rendered £5 15 O 
Donations 
Members of the American College of Chest 
Physicians 5 5 O 
Proceeds from the Campbell Cup Golf Competi- 
tion, sent in by Dr. Hamilton Bell a 
Dr. J. N. Abelsohn 10 O 
Dr. P. D. G. Quirke 10 6 
Dr. E. F. W. Moon 5 0 
0 


EVENTS 


The proposed Recommendation is divided into 5 sections 


One of these sets forth a series of * technical measures’, to 
be taken by the competent authorities or by employers, to 
control risks to the health of workers at the workplace. 

Another section declares that national laws or regulations 
‘should contain special provisions concerning medical exami- 
nations in respect of workers employed in occupations involv- 
ing special risks to their health’. 

A third section urges that national laws or regulations 
should require the notification of cases and suspected cases 
of occupational disease, and a fourth says that first-aid and 
emergency treatment in case of accident, occupational disease, 
poisoning or indisposition should be provided in places of 
employment 
The Umon of South Africa is a member country of ILO 
and the legislation already in force in the Union covers 
certain of the matters included in the Recommendation. 

Under the ILO’s constitution, member countries are obliged 
to consider Recommendations with a view to giving effect to 
them by legislation or other appropriate action. 


West 


SPECIAL 


Ranp Division of [HE SOUTHERN TRANSVAAL BRANCH 


GENERAL MEETING HELD AT DISCOVERERS 
ROODEPOORT, ON 16 sULY 1953 


HOSPITAL, 


The following resolution was passed: 


‘That this Division is opposed to a Specialists’ or Con- 
sultants’ Register, and the requirements pertaining to such 
registration: and that the Minister of Health be urgently 
requested not to introduce any amending legislation until 
Federal Council has conducted a full investigation of this 
matter. 


ELASTOPLAST AND GYPSONA 


Messrs. Smith & Nephew (Pty.) Limited, makers and importers 
of the Elastoplast dressings and plasters and the Gypsona 
plaster-of-Paris bandages, are establishing a factory at Pine- 


town, Natal, for the manufacture of these goods. and for 
research into dressings and plasters suited to sub-tropical 
conditions. Building will start shortly and it is hoped the 
factory will be in production next year The firm invites 


medical and other interested persons to visit the factory 


Mepicat STUDENTS’ COUNCIL, CAPE 
The next in the Medical Students’ Council's * Recent 
Advances’ Series will be a Symposium on * The Treatment 
of Pulmonary Tuberculosis*. The speakers will be Dr. W. L. 
Hoole (Public Health), Dr. H. R. Ackermann (Medical) and 
Mr. W. L. Phillips (Surgical). The last-named will show some 
short films on the subject. 
The meeting will be held on Wednesday, 26 August 1953, 
at 8.15 p.m.. in the Physiology Lecture Theatre, Medical 
School, Mowbray. All practitioners are very welcome 


Town 


THe Cost of 


The Royal Automobile Club of South Africa estimates that 
motoring costs will be increased by above £5 a month'as a 


result of the new taxation on cars, petrol and tyres, coupled 
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with the higher insurance premiums, and without allowing 
an\thing for the cost of garaging will now amount to nearly 
#28 a month for an owner of a new £1,000 American car 
who averages 10.000 miles a year at 20 miles to the gallon 
This statement 1s based on the following figures (Cape Town 
prices) 

Cost perannum 

és 
Petrol (10,000 miles at 20 m.p.g.) 72:18 4 
Oil (drain every 1.000 miles) 8 6 8 
Tyres and tubes new tyres and tubes every 
20.000) miles) 
Licence 
Compulsory third-party insurance 
Comprehensive insurance (value £1,000) 
Car service (grease. wash and polish) 
Maintenance (including decarbonizing, valve grind. 
batter\-replacement every 2nd year) 

Depreciation 
Loss of interest on invested capital 


Total 


Monthly average 


of Generics, Rome 


Under the patronage of the Italian Society of Medical 
Genetics and the 4ceta Geneticae Medicae et Gemellologiae. 
the Directors of the Gregory, Mendel Institute have organized 
the First International Symposium of Medical Genetics, which 
will take place in Rome on 6 and September 1953. The 
Svmposium opens with the rnauguration of the new Institute 
of Medical Genetics dedicated to Gregory Mendel The 
meeting will later give a synopsis of certain monographical 
observations. whose object is to illustrate some conspicuous 
and interesting sectors of methodology and nosography in 
regard to Human Genetics and especially to Medical Genetics. 
The foremost purpose of these lectures is to give doctors an 
up-to-date explanation of the nature, the development and 
the possibilities of these kinds of studies and to show the 
medical profession how, in its turn, it may offer a valid 
sctentific and bibliographical co-operation in the matter: at 
the same time. the object is also to produce a_ beneficial 
exchange of help both between the various schools and the 
isolated scientists of these studies. 

The Symposium will take place in the * Gregory 
Institute in Piazza Galena S$, Rome. Secretariat until 20 
August the office of the Acta Geneticae Medicae. VAmba 
Aradam 1. Rome: after 20 August T'Istituto Gregorio Mendel, 
Piazza Galena 8, Rome. Subscription fee £5 


Mendel 


ProposteD Society OF Mepicat WOMEN 


The medical women of Johannesburg. the Reef and Pretoria. 
at a general meeting on 28 April 1953, confirmed a motion 
passed at a previous meeting that a South African Society of 
Medical Women should be formed as a sub-group of the 
Medical Association 

While medical women have usually enjoved terms of 
equality with their male medical colleagues, in some services 
inequality of conditions of employment do exist, such as in the 
retiring age of women and employment of married women 

The proposed society is to concern itself principally with 
these and similar aspects of women in medicine. An interim 
committee has been elected. Will those who are interested 
please write to Dr. Mollie Barlow, Chairman of Interim 
Committee, 38 Ennis Road, Parkview, Johannesburg, or Dr. R. 
Haves, Secretary. SY Dundalk Avenue. Parkview, Johannes- 
burg. 

A meeting of Medical Women will be held in the Pathology 
Lecture Theatre. at the Medical Schoo] Mowbray, on Wednes- 
day, 26 August, at 5 p.m. to discuss the formation of a 
Women’s Medical Society to represent and further the interests 
of Medical Women. 

All Medicai Women are urged to attend. as an important 
memorandum to be sent to the Central Services Hospital Co- 
ordinating Committee. which meets in September. will be dis- 
cussed. 
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UNION oF SouTH Aprica DepaRtMeNt OF HEALTH 
BULLETIN No. 31 oF 1983, For THE 7 Days ENDED 
THurspay, 30 Jury, 1983 


PLAGUE 
Nil. 


SMALLPOX 
Ni 
IYPHUS FEVER 
Natal. The case in the Alfred district, reported in Bulletin 
No. 30 of 23 July 1983, has now been established as being 
murine typhus and not louse-borne typhus 
EPIDEMIC DISEASES IN OTHER COUNTRIES 

At date of latest available information there existed: 

Plague in Phanthiet (Vietnam) 

Cholera in Calcutta (India). 

Smallpox Bombay, Calcutta, Delhi, Kanpur, Madras, 
Masulipatnam, Nagapatinam (India); Haiphong, Hanoi (Viet 
nam): Pusan (Korea) 

Tvphus Fever. Nil 


Capt Town 


The Mothers’ Clinic, Cape Town, has issued its Annual! 
Report of the year ended 31 March 1953. The Society 
co-operates with the municipal authorities in the maintenance 
at 7 centres in the Cape Peninsula of periodical clinics at 
which information is given in suitable cases concerning con- 
traceptive technique and ‘family spacing’. During the year 
991 new cases (831 non-European) have attended and 4,720 
total attendances (3,788 non-European) have been made. The 
chairman is Mrs. R. L. Scott, * Bizana’, Southfield Road, 
Plumstead, C.P. 


SCHOLARSHIP OPPORTUNITIES FOR STUDY IN THE UNITED 
States ANNOUNCED 
Applications for scholarships and fellowships tenable at 
American universities and colleges during the academic year 
beginning September 1954 are now being received by the 
South African Committee on Study and Training in the United 
States and the United States Educational Foundation. 


1. Institute of International Education Program. 

Seven scholarships are available under the program of the 
Institute of Internal Education (IE) for the academic 
year September !954 to June 1955S. Applications may be 
made in any field of study Scholarships usually cover 
tuition, room and board, leaving cost of transportation, and 
incidental expenses in the United States amounting to £75 
£100, to be met by the student. The program is limited to 
graduate students. Upper age limit 35 years. 


2. Massachusetts 


Institute of Technology Project. 

Two scholarships are available under the Massachusetts 
Institute of Technology's Foreign Student Summer Project 
(MIT), June —-September 1945. Candidates must be graduates 
in one of the fields of science, or in engineering or architec- 
ture, with at least two years’ experience since graduation in 
industry, research or teaching. The 1954 project will be 
designed for participants who have a specific purpose in a 
research project or a definite investigation in their field of 
activity. The upper age limit is 32 years. 

Invitees must finance their travel expenses but all their 
normal expenses within the United States will be met by 
the scholarship 
3. Fulbright Program 

Two fellowships are available under the Fulbright program 
for graduate study in the United States, September 1954 
June 1955. Application may be made in any field of study 
Upper age limit 35 years. Grants cover travel to and from 
the United States as well as tuition, room and board at an 
American university 

Two travel grants are available under the Fulbright program 
which will meet the expenses of travel only to the United 
States and return for two graduate students. Their expenses 
while in the United States must be met by themselves or from 
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sources other than the Fulbright program. Upper age limit 
is 35 years. There are no restrictions as regards field of study 

Applications should be addressed to the Public Affairs 
Officer, American Embassy, Pretoria, and should include a 
complete biographical sketch covering name, age, place and 
date of birth, educational qualifications, work experience. 
field of specialization and reasons why study should be 
furthered in the United States. References should be asked 
to send their recommendations, and universities, subjects 
studied and symbols obtained, direct to the Public Affairs 
Officer 


Applicants musi be residents of the Union, must intend 
to return to South Africa after study in the United States 
and must be within the age limit as of | September 1954 

Applications may be addressed to the American Embass) 
Pretoria. The closing date for receipt is 23 September 1953 


Mentat Heat and 


HeattH PRACTICE 


A Seminar on Mental Health Aspects of Public Health Prac 
tice, Organized by the Netherlands Government and W.H.O.. 
was held in Amsterdam from 12 to 24 July 1953. Medical 
officers from 14 countries attended. The subjects spoken on 
included Public Health, Mental Health and the Practice of 
Medicine (Prot. A. Querido, Amsterdam), What Psychiatry 
can Contribute to Public Health Practice and Mental Health 
fypects of the Control of Communicable Diseases (Dr. J 
V. Coleman, Yale), The Contributions of Members of the 
Medical Ancillary Professions to Public Health Practice (Dt 
C. Alexandraki, Athens), and Public Health Practice and 
Organization (Dr. H. O. Pfister). Lectures on other subjects 
were also included. 

Dr. Mark Horwuz left by air on 20 August on a visit to 
Europe. Dr. Horwitz ts attending the International Congress 
of Rheumatology in Geneva (where a paper by Dr. R. S 
Mibashan and himself will be read entitled Clinical and 
Metabolic Studies in Gout) and the 7th General Assembly) 
of the World Medical Association at The Hague, as a delegate 
of the Medical Association of South Africa 


EDINBURGH 


At a Quarterly Meeting of College held on Tuesday, 21 July 
1953, the President, Dr. W. A. Alexander, in the chair, inti- 
mated that the following distinguished members of the medica! 
profession had been offered and accepted Honorary Fellow 
ship of the College 
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Herbert Best. C.B.E., 
F.R.C.PA(C), Canada. 
Russell Brain, Kvr., 


Charles 
F.R.S.C., 

Walter 
London. 

Frank Macfarlane Burnet. Kr., F.R.S.. M.D.. Sc.D., Camb.. 
Australia. 

Charles Ernest Hercus. D.S.O., M.D. 
F.R.A.C.P., F.R.A.C.S.. New Zealand. 

Gordon Morgan Holmes, Kr., C.M.G., C.B.E., F.R.S., B.A.. 
M.D., D.Sc., D.C.L., London. 

Robert Muir, Kr., F.R.S.. M.A.. M.D., Sc.D... LL.D., D.C.L.. 
F.R.C.P.. Edin., F.R.C.P.. Lond.. F.R.F.P.S.. Glasg.. Edin- 
burgh 

John Parkinson, M.D., LL.D... F.R.C.P.. Lond., London 

The following were elected Members of the College: 

. R. Bailey, M.B., Glasg.. W. A. Murray, M.D., Glasg.. 
V1.A., Wafa, M.B., Cairo, T. J. Danaraj, M.D., Malaya, H. 
Foster, M.B.. Lond., E. L. Davis, M.B., Syd.. M. MacLeod. 
M.B., Aberd., R. S. Morton, L.R.C.P. (7.Q.), M. Scott-Gray. 
M.B., Edin., G. J. V. Perera, L.M.S., Cevlon, D. E. P. Forbes. 
VW.D., Edin., A. V. A. Vethanayagam, L.M.S., Ceylon, C. H. 
Gurd, M.B., Bristol, H. P. Vaishnava, M.B., Lucknow, D. J. 
Gudex, M.B.. New Zealand, Ata-Ul Haq, M.B., Punjab, 
K. R. Tyler. M.B.. New Zealand, R. W. H. Simmons, M.B., 
New Zealand, A. Pines, M.A., Cantah., M.B., Camb., E. O. L. 
Hoskins, M.B., Edin., S. G. F. Wilson, M.B. Edin., S. 1. 
Kuper, V.B., Witwatersrand, P. A. Rechnitzer, M.D., Univer- 
sit} of Western Ontario, G. W. Allan, M.B., Glasg., A. 
Nestadt, M.B., Witwatersrand, H. D. Jacobs, M.B., Witwaters- 
rand, K. S. Husain, M.B., Punjab, R. Kilpatrick, M.B., Edin. 


F.R.S.. M.A... M.D., 
M.A.., 


D.Sc. 


D.M.. P.R.C.P., Lond.. 


O.BLE., 


THe South AprRican Mepicat Dentat Councit 


The next meeting of the South African Medical and Dental 
Council will be held in the Board Room of the Witwatersrand 
Technical College, Eioftf Street, Johannesburg. commencing 
on Monday, 21 September 1953, at 10 a.m. 


The meetings are open to the public. 


COLLEGE OF PHYSICIANS OF PHILADELPHIA 


The College of Physicians of Philadelphia has awarded the 
Alvarenga Prize for 1953 to Francis D. Moore, M.D., Surgeon- 
in-Chief, Peter Bent Brigham Hospital and Mosely Professo: 
of Surgery. Harvard Medical School, for outstanding contribu- 
tions to knowledge of the changes in body metabolism fol 
lowing surgery. 


IN MEMORIAM 


Dr. ANDREW PoLLocKk 


Dr. G. H. Alabaster writes: Dr. Andrew Pollock, for many 
years a conspicuousiy able and widely known practitioner in 
the Eastern Province, died at East London on 4 August 1953 
at the age of 72, after an illness of several years which made 
great demands on personal fortitude. 

Dr. Pollock came to South Africa and the sunshine in 
1907 Born and reared in the murky mists and chill of 
Glasgow and educated at Hutchinsons Grammar School and 
Glasgow University, he demonstrated in his character the 
strength which can come from disciplined and hardy living 
im oa teugh climate He was a true Scot--hardworking. 
thorough and very efficient. He gave for many years first 
class service im general practice and became Senior Surgeon 
to the Frere Hospital Later he studied in Vienna and 
restricted his oractice to E.N.T. specialism, which he main 
tained throughout the war years: though wishing to retire 
This polyvalency had given him excellent judgment and he 
was a discriminating as well as a capable operator. 

In daily attendance on him in his illness for more than 
5S years the writer learned to know him as doctor, patien 
and man. As a doctor he was remarkable for his shrewdnes, 
in criticsm of his attendants and their deductions; as a 
patient, his generally auiet bearing of much suffering: as a 
man, his will to live for such enjoyments as were still within 
his compass —books, music and family. His great generosity 
was consoicuous -he gave away much in charity. He learned 


much from his illness. 
to lessen his earlier 
more critical of it. 

It is essential to the true picture of the man to describe 
something of his illness. It began with severe hyperpiesis 
which converted a small heart (by X-rav record) into a 
greatly hypertrophied one. There was an early cerebellar 
thrombotic episode which gave troublesome staggering in the 
period when he was able to get about; and as the myocardium 
weakened he became more restricted in his activities. A 
coronary thrombosis further weakened his cardiac capacity, 
until in the end he was only just able to get out of his bed 
Long periods of hiccough and months of intractable nausea 
harassed him: and to these were added pulmonary inflamma- 
tory attacks which eventuated in an intermittently discharging 
lung abscess. Therapeutic results were notable. Digitalis 
was useless to him owing to the accentuation of nausea it 
created. Strophanthin was given intravenously 3 to 5 times 
weekly for over 5 years with assured advantage and without 
any untoward incident. For the nausea we searched far and 
wide before hitting on the idea of treating it with large doses 
of oestroform. Omnopon was another sheet anchor; it was 
given for years without causing constipation or even a dry 
tongue. Adjuvants such as vitamin B he took largely on his 
own decision 


| have the 


His sense of physical weakness seemed 
admiration for surgery and made him 


conviction that Dr. Pollock would wish the 


| 
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lessons of his illness more widely known: particularly the 
value of strophanthin as against digitalis: and of oestroform 
aS against all-comers for the nausea in such an illness as 
his own. One oestroform anecdote we shared with enjoy- 
ment. I had given him a large dose and he had noted the 
apparent mammary influence. I remarked ‘1 wonder whether 
if | gave you a large enough dose you would start to tell 
lies?’ From his bedside | went to a female ward at the 
Frere Hospital and, standing at a verandah bed. knocked 
down the bed-head board. *Oh! don't trouble to pick that 
up. doctor’ said the patient, ‘I'll tell the nurse the wind blew 
it down.’ 
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It will be impossible to forget him as he lived in his bed- 
room stronghold. His bed elevated on a wooden dias, so 
that he might see his roses, gave him a measure of dominance 
in spite of physical restriction; on one side of him a fine 
wireless combination with gramophone, its top piled high 
with books and journals, on the other a bed-table crowded 
with non-alcoholic bottles in which hop ale took the lead 
Sometimes these things would descend in a shower. Now I 
must bid him an affectionate goodbye, memory reinforced by 
this tribute. 

Dr. Pollock 
Grahamstown 


leaves 3 sons, one of whom is practising al 


CORRESPONDENCE 


COURSES 

lo the Editor: Your correspondent, Dr. G. L. Anstey. writes 
in the South African Medical Journal of 27 June 1953, that 
he 1s pleased that post-graduate courses in the Cape Province 
are at last under way, but would prefer week-end courses. 
The Medical Graduates Association of the Witwatersrand 
University has already run week-end courses, one in 
pediatrics and the other in haematology, both very successful, 
and popular. 

The courses are run in conjunction with the Faculty of 
Medicine, which has been very helpful in providing hospital 
facilities. Plans are now in hand for the third course (cardi- 
ology}, which we hope will take place towards the end of 
August 

Although the courses are primarily for members of the 
Medical Graduates Association, and the numbers are restricted 
in order not to make them unwieldy, non-members are 
accepted. 

We are persevering with these courses as they appear to 
meet a need. It is interesting to note that practitioners from 
the remote parts of the Transvaal and the Free State were 
present at our last course 

If Dr. G. Ll. Anstey ever visits Johannesburg during a week- 
end in which a course is running. the Medical Graduates 
Association would be pleased to enrol him. 


R. Burns, 
Hon. Secretary, 
Medical Graduates Association, Johanneshurs 
Medica! School. 
Johannesburg. 
9 July 1953 


WorRid Mepic at CONGRESS FOR THE STUDY OF PRESENT-DAY 


LivinG CONDITIONS 


To the Editor: \ have recently returned from an International 
Congress he'd in Vienna to consider the impact of environ- 
ment on the health of Man. This was the most stimulating 
and exciting conference that I have ever attended. 

I am enclosing herewith copies of the conclusions adopted 
by the Congress and of the letter sent to me by the Secretary. 
I am sure that the profession would be interested in hearing 
what transpired at the Congress. 

Joseph Gillman, 
Head of Department of Physiology. 


Medical School. 

(University of the Witwatersrand), 
Hospital Street. 

Johannesburg 

14 July 1983 


Enclosure 1. 


Dear Colleague: We are now glad to be able to give you 
some details of the “World Medical Congress for the Stud) 
of Present-day Living Conditions’ which successfully 
concluded on the evening of 25 May. The congress was 
attended by about 200 doctors from over 30 countries. More 
than 70 reports and communications of a very high scientific 


standard were presented during the three days’ session of the 
congress. 

There was a general feeling of enthusiasm among all 
participants because for the first time it had been possible to 
have such an important exchange of experience and ideas of 
representatives of the medical world of so many countries. 
Numerous messages of support were received, among them 
from Professor de Castro of Brazil, Lord Boyd Orr of Great 
Britain, Professor Selye of Montreal, Professor Durig of 
Austria and many others. 

The main reports read on the first two days dealt with- 
nutrition and the development of disease (Prof. J. Gillman, 
Johannesburg), prophylaxis and obstetrics in Italy (Prof 
Revoltella, Padua), the sanitary and demographic situation in 
the French Union (Dr. R. Girard, Guadeloupe), the post-war 
nutritional state of children in Italy (Prof. Frontali, Rome) 
and a similar review about children in Greece (Prof 
Choremis, Athens), the consequences of war on the physical 
conditions of the population (Dr. Su Ching-Kwan, China), 
report on the influence of war on mental health (Prof. Baruk. 
Paris--read by Dr. Klotz), and the pathological consequences 
for the population of Japan as a result of the explosion of 
atom bombs (Drs. Shiotsuki, Kusano and Yamamoto). 

On the third day, Dr. Weill-Hallé gave his address on the 
duties of doctors faced with the problems which had been 
presented, and this evoked a lively discussion inside and out- 
side the congress hall, in which many outstanding personalities 
took part, among them Dr. Alice Stewart (England), Sir Sahib 
Singh Sokhey (India), Professor Frontali (Italy), Professor 
Hirszfeld (Poland), Dr. D’Arcy Hart (England) and many 
others. 

The ‘President of the Congress, Professor Verga, in his , 
closing speech presented conclusions drawn from the reports 
and interventions and these were adopted unanimously by the 
Congress. We are enclosing . . the main conclusions of 
the Congress ‘ 

Congress also decided to maintain an international secreta- 
riat to continue the work of the Congress, whose office for 
the time being will be at the address given below. 

With best wishes for the progress of our common work, 


Yours sincerely, 
Dr. Gottfried Peschek 
Woh'lebengasse 7/17, General Secretary. 
Vienne, 
Autriche. 


Enclosure 2. 


CONGRES MONDIAL DES MEDECINS POUR L’ETUDE DES 
CONDITIONS ACTUELLES DE Vik. ViIENNE 23-25 Mas, 1953 


CONCLUSIONS ADOPTED BY THE CONGRESS 


1. Doctors from 5 continents representing over 30 countries 
have met to study the effects of living conditions upon health 
They have exchanged their views in a spirit of friendly under- 
standing. This success gives ground for considerable hope. 

2. The numerous and important works presented at this 
Congress demonstrate clearly the reality of the relationship 
between the conditions of life and ill-health. Equally they 
show how improvements in health result from improvements 
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in living conditions. The medical study of this relationship 
is still inadequate and should be developed in the different 
countries Ihe principal points deserving special study 
include: the role of hunger, bad housing and lack of medical! 
care in producing ill-health, the incidence of tuberculosis and 
the infant death rate, etc, especially in the under-developed 
countries 
3. Besides particular conditions in certain countries, war 
and its consequences must be counted amongst the most 
important factors which influence the conditions of life and 
the health of populations. The works of the Congress have 
shown certain new aspects of this question; for example, the 
medical consequences of atomic war, the influence of war on 
tuberculosis and on mental illness all of these deserve 
medical studs 
4. The high calling of their profession imposes certain 
duties upon doctors. Obliged to defend without qualification 
life and health, they should not, under any pretext, depart 
from this obligation. They cannot, in their actions, separate 
individual treatment from protection by social means The 
doctor's work should never, under any pretext. be turned 
away from its proper object—the preservation of life. It is 
hence evident that the maintenance of health in the world 
demands the tree and permanent exchange of ideas. of men 
of science, and of therapeutic methods 
5. The work begun in this Congress. which represents only 
starting point, must be continued. In these circumstances 
it appears necessary to maintain an international secretariat 
(a) To make known the results and the works of this Con 
gress (the printing of Congress proceedings and their 
distribution) and to bring them to the attention of the 
existing international medical organizations 
(b) To serve as a liaison between different countries in their 
work and to give them all possible aid. for example, 
in the creation of associations in conformity with the 
aims of this Congress 
(c) To be responsible for the eventual preparation of a new 
Congress 


Vienna. 
25 May 1983 


GENERAL PRACTITIONERS AND SPECIALISTS 


To the Editor: The ditference between specialists and general 
practitioners to-day is that the former have become medical 
technicians while the latter miserably try to emulate them. 

Where special investigations tend to supersede clinical 
acumen, and this ts definitely the position to-day, diagnosis 
and to a certain extent treatment tend to become a mere 
technical procedure. The specialist need not even see the 
patient--if he is given all the salient facts he can arrive at 
a diagnosis with very great accuracy He has become a 
machine, perhaps a little better than the intricate computing 
‘brains’ but not very much different in principle 

The specialist, or medical technician as he should really be 
called, deals with pathological mechanisms—he is in effect the 
product of mechanistic training and with this one can have 
very little to quarrel about. 

But what about the poor student who is destined to become 
the future general practitioner, the humble musket-bearer of 
our profession as he is to-day? He receives the same training 
as the student who will make the future specialist and then 
the trouble starts. Surely this is all wrong 

The general practitioner deals with human beings who 
tend to live in groups called families. His training should 
be in that direction and this means an intimate knowledge 
of social science. His special course of training as a doctor 
should be preceded by a 3 years’ course in sociology to fit 
him for his task as family doctor 

The latter will then be known as Family Doctor and the 
former as Medical Technician. The family doctor will be in 
complete control of his charges and the medical technician 
can be called in to help him out in intricate cases. 

A solution of our problems is long overdue and must 
eventually be arrived at along the lines | have indicated. 

Doc Labourer 
Cape Town 
22 July 1983 


Tt REGISTRATION OF SPECIALISIS 


The following letter has been addressed to the Medical 
Secretary: With reference to the editorial on the Specialist 
Register in the South African Medical Journal of 7 JVuly 
1953. the Branch Council of this Branch ts seriously perturbed 
by the tenor of this article. 

The Council deplores the fact that the Editor saw fit to 
suggest numerous ways by which the law could be circum- 
vented by the Medical Council. 

It regards portions of the editorial as being a mis-statement 
of fact. The profession at the meeting at the Maritzburg 
Congress in 1937 requested a register of consultants and not 
a register of Specialists. Even though the Specialist Register 
came about on the impulse of the Association, the request 
of the Association was tor a consultant register. This should 
be clearly stated so that there can be no dubiety as to what 
the profession asked for and that the profession shall not be 
misled 

In view of the fact that the profession is clamouring for 
further consultations with the Government with regard to 
any legislation in this connection we regard this editorial as 
entirely misleading 

The Branch Council requests that this protest be brought 
to the notice of Federal Council, and that this letter be 
published immediately in the Journal. 


(Sed.) B. A. Fischer 
for W. Sacks, 
Hon. Secretary / Treasurer 
East Rand Branch, 
P.O. Box 436, Medical fssociation of South Atrica 
Benont 
27 July 1983 


[This letter affords an occasion to reproduce the actual words 
of the resolution passed at the Plenary Session of the Pieter- 
maritzburg Congress (it was in 1936 not 1937 as stated in the 
editorial) 


‘Resolutions from Plenary Session 

That the following resolutions tentatively passed by the 
Plenary Session be referred to the Federal Council, with the 
request to consult with the Medical Council with a view to 
finding ways and means of putting them into effect: 

(1) That a person intending to become a specialist should 
be required to have been in general practice for a 
certain period of time. so that the general principles 
of medicine and surgery should be well mastered. 

(2) That a person intending to become a specialist should 
have a certain. period of training at a_ recognized 
institution or under recognized and approved 
specialist in the same field 

(3) That a Board shall be set up to decide whether a person 
who applies for recognition as a specialist shall be 
so recognized. 

(4) That a specialist shall be in the position of a consultant 
in that he may only see cases sent to him by a col- 
league. 

(8) That specialists shall be registered and that it shall be 
an offence for any person to call himself a specialist 
unless he has been recognized as such and has been 
registered.” 

At the Federal Council (30 June 1936) it was decided to 
send these suggestions to the South African Medical Council 
and to ask for a conference 

On the matter coming before the Medical Council (17 
September 1936) * suggestions 2, 3 and 5 were agreed to, but 
suggestions | and 4 were not agreed to’.—Fditor.] 


To the Editor: 1 understand that all members of the Asso- 
ciation received last week a voting paper asking them to reply 
to the question: *Do you wish there to be a Register of 
Specialists in the Union?’ 

I am afraid that anything I can say at this stage will not 
influence the voting. It is too late, but as a member of the 
Federal Council of the Association for 15 vears and as an 
elected member of the Medical and Dental Council for § 
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BENYLIN 
EXPECTORANT 


A Benylin Expectorant® is a palatable cough preparation containing expectorants 


in combination with Benadry|®, an antihistamine compound with antispasmodic 


complete and decongestant properties, 


It assists in the liquefaction and removal of mucus from the upper respiratory 


cough tract, inhibits the cough reflex and has a soothing action on inflamed mucosa, 


Its pleasant raspberry flavour and its freedom from narcotics make Benylin 


Expectorant an ideal children’s cough preparation. 


syrup 
In bottles of 4, 16 and 80 fluid ounces 


Adult dose: 1 to 2 teaspoonfuls Children’s dose: 4 to 1 teaspoonful 
BENA-FEDRIN 


An anti-histamine and nasal decongestant containing Benadryl and ephedrine in an isotonic, aqueous dextrose solution. For relief 
of nasal congestion{in allergic rhinitis, hay-fever and other pollen-allergies, acute rhinitis and acute rhino-sinusitis 
In dropper-vials of 10 c.c. 


PARKE, DAVIS AND COMPANY, LIMITED inc usa 


Furtier information from any 
branch of LENNON LTD 
HOUNSLOW - MIDDLESEX - ENGLAND 
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EACH NERVE STRETCHED 


From neurasthenia to neuralgia, from headache to 
migraine, rheumatism and dysmenorrhea; the gamut 
of conditions associated with pain falls upon the fertile 
soil of a neurotic disposition. Gelonida* has been designed 
to bring about a prompt assault upon a revolt of nerves, 
and many mystifying nervous complaints surrender 


promptly when its sedative and analgesic treatment is 
brought to bear. 


Gelonida is an original product of constant high 
standard, guaranteed purity and proved reliability: 


it has never been advertised to the public. Supplied in tubes of 10 and 20 tablets, 
also bottles of 50 and 100 tablets 


Distributors: CHAMBERLAIN’S (PTY) LTD.. 6-10, Searle Street, Capetown. 
Successors to: William R. Warner & Co. Ltd., Power Road, London. 
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ANUSOL Haemorrhoidal Suppositories 


* TRADE WARK RROD 


Anusol’ are probably the best known and most widely prescribed rectal 
suppositories. They relieve pain safely in haemorrhoids and uncom- 
plicated inflammatory rectal states, by the removal of pressure on nerve 
endings through effective decongestive action; the nerves are not 
anaesthetized and continue to give warning of more serious pathology. 
The same decongestive action reduces extravasation of blood without 
the use of styptics, haemostatics or vasoconstrictors. 


frailable in boxes of 12 suppositories 


{nusol is also available in Ointment form 


INDICATIONS. For non-surgical treatment of haemorrhoids that are 
still amenable to palliative therapy ; where surgery is inadvisable as in 


NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


WM. R. WARNER & COMPANY (PTY) LTD., 6-10 Searle Street. 


Capetow 
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years I feel | have a responsibility towards all members ot 
the Association and that it is only right that they should be 
aware of my attitude regarding this very important question 
of registration of specialists, a question that is engaging the 
attention of and worrying medical men not only in the Union 
but all over the world 

Personally I am very strongly in favour of some form of 
registration and | think most medical practitioners, be they 
general practitioners or specialists, are of the same opimion. 
This was shown in 1949 when a referendum of the Association 
members was taken and a very definite majority voted in 
favour of a register of specialists. As a member of the 
Medical and Dental Council let me say that the Council was 
notified to this effect in 1949 and recent enquiries by it from 
the Head Office of the Association reveal that the policy of 
the Association has not changed since then. Surely, therefore, 
as an elected member of the Council | could not be expected 
to press for something contrary to the expressed wish of the 
Association 

It appears to me that the whole problem which requires 
an answer now is, “What form should this specialist, or pos- 
stbly consultant, register take?” It is on this problem that 
there is so much difference of opinion and there always will 
be. If one talks to numerous colleagues or reads letters in 
the medical journals one is amazed at the diversity of views 
expressed. With such divergent opinions being held, surely 
it is incumbent on the Association to take the initiative and 
give serious, thoughtful and calm consideration to the whole 
problem. How should this be done? 

I think it should be done by the well-tried method of 
appointing a special committee to make a thorough investiga- 
tion into the practice in other countries, to call for opinions 
or memoranda from different individuals or groups, and to 
consider the implications of any schemes which might be 
suggested for application in the Union. Then this committee 
should present a report and express its opinion as to whether 
it favours the present method of registration of specialists 
by the South African Medical and Dental Council and at the 
same time submit alternative schemes for consideration. This 
report should be circulated to all Branches and Dvivisions 
for consideration, discussion and comments. These comments 
should then be studied by the committee and a final report 
sent to Federal Council, which would decide what action to 
take. 

It is possible that it may be wise and necessary for Federal! 
Council to take a plebiscite then, but the great difference 
between the plebiscite being taken at the present time and 
one taken after full investigation and discussion as supgested 
by me is that the latter plebiscite would reflect the well- 
considered opimon of all the members whereas the present 
plebiscite is being taken when many members are completeis 
unaware of the practice in overseas countries, of the changes 
which have been taking place recently in such countries, of 
the position regarding doctor-patient relationshins in other 
countries, of the opinions of the public regarding general 
practitioner-specialist relationships. of the reaction of Members 
of Parliament to any scheme which insists upon a consultant 
register, of the chaos which may result in our established 
financial relationships with Government. provincial and local 
authorities, with Benefit Societies. Medical Aid Societies, etc 

I have mentioned a few of the problems to try and show 
how important it is for every member to be fully conversant 
with all the facts before forming an opinion and voting on 
this subject of such great importance to us all. Please note 
that I have expressed no opinion regarding the best method 
of registration of specialists for the simple reason that | want 
to know all the facts and hear all the arguments before 
making up my mind—and I know a great deal more about 
the problem than many who are voting now I can say 
however that [ consider tt would be foolish to abolish the 


present register tll the Association has made up its mind 
what it really wants and presents a satisfactory alternative 
to the Medical Council. which. be it remembered. has to 


look after the interests of the public as well as the profession 
I know it will be objected that all this will take time. I am 
quite aware of it. but I would rather see a decision taken 
after mature consideration than precipitate action taken with 
out mature consideration The latter is likely to lead to 
recriminations later 
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Further | teel certain that the type of investigation which 
1 have suggested, which ts the real constitutional method, 
is much more likely to lead to a better understanding and 
collaboration between the various members of the profession. 

1 deplore and deprecate the present sectional method of 
approach and action which has taken place in connection with 
this problem. Is such action really necessary? As far as | 
can see it has led only to dissension, disumon, and ill-fecling 
General practitioners and specialists must work together, must 
collaborate; there is no possibility of divorce, so do let us 
get together and work out our problems in a friendly way 
and let no more unexpected, uncalled for, uselessly expensive 
bombshells be hurled into our midst to cause chaos. 

We are not at the political hustings where it seems to be 
the correct thing to do one’s best to belitfle and discredit 
one’s opponent. We are an association of professional men 
I regret to see a split creeping into our Association which 
suggests that some members are treating their fellow members 
not as colleagues but as opponents, something which I depre 
cate most strongly in my lectures to students on Medical 
Ethics. 

During the many years I have taken an active part in the 
affairs of the Association it has always been my endeavour 
to create harmony and unity amongst our various members 
and I should like to make an earnest plea to all members 


to try and work together in this spirit of friendliness. 1 
feel certain such a spirit would tend to better relations 
between members, between the different branches of the 


Association, and between the Association and the Medical and 
Dental Council, most of whose members are also members 
of the Association. Also | think our problems would be 
more easily settled. To me it seems all wrong that problems 
and differences which we should settle amongst ourselves 
should be so ventilated as to become subjects for discussion 
and comment by the lay press and public. 

James Black. 
89 Lister Buildings. 
Jeppe Street, 
Johannesburg. 
11 August 1953. 


SPECIALISTS AND GENERAL PRACTITIONERS 


To the Editor: We should like to support the statements of 
Specialist which appeared in the issve of the Journal of 20 
June, and at the same time add a few words to the utterances 
of the hitherto quiescent specialists with regard to the 
pamphlet issued by a General Practitioner group under the 
able and persuasive pen of Dr. M. Shapiro. 

At the outset we wish to emphasize that we are in agree- 
ment with the principle that a specialist should only see cases 
referred to him by the family doctor. We are also in agree- 
ment that there should be no financial discrimination as 
between registered practitioners for the same service rendered, 
and that if the sole purpose of a specialist register is to 
facilitate an assessment of fees payable then its abolition is 
long overdue. However, as the general practitioner is not 
in the position of being able to render a similar service the 
question of the same fees should not arise. The establish- 
ment of the schedule of fees operative in the Southern Trans 
vaal for Medical Aid Societies, regardless of the factors which 
brought it into being, was a grossly retrogressive step towards 
the present differences in the profession. The tabulation of 
operative procedures definitely outside the scope of the general 
practitioner provided an additional incentive, specifically 
financial, to tackle surgery of a highly specialized nature. No 
one will fail to recognize that general practice in the full 
sense 1s incompatible with the rendering of first-rate surgical 
care. The sick populace is where the general practitioner ts 
going to learn his surgery, if he can, at the expense of how 
many lives no one can know 

Quoting Dr. E. P. Lehman, a recent Vice-President of the 
American Medical Association and the American Surgical 
Association, * although not openly expressed, an idea 
can readily be obtained by inference from scattered state- 
ments that the pressure exerted in certain circles for the 
revival of “ general practice ” 1s motivated often by the desire 
of less than completely qualified men to assume the obliga 
tions and responsibility of surgery. Such a motive is con 
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cealed under definitions of adequate training that we as sur 
veons would not accept. Since many of these men do not 
know what proper training means in the development ot 
knowledge of disease in all its implications of technical pro 
ficency, of resourcefulness and of the ability to analyse and 
ogically treat unusual or unexpected phenomena, one can 
wtten rather regret their ignorance than condemn their selfish 
lack of ideals Envy directed towards the specialist is a 
natural emotion which is harmful only to the man who is 
not stimulated thereby to the effort properly to qualify him- 
self. One notes that many of these men forget their interest 
in operative privileges for the general practitioner when the 
need for operation comes close to home.’ 

If, as Dr. Shapiro has openly stated, there are genera! 
practitioners as surgically able as specialists then our only 
comments are, firstly, the standard of such specialists is 
inadequate, and secondly, we are not impressed with the 
inference that technical ability should be the sole criterion 
for comparisons, or that it is an index of good surgery. To 
quote a class-room dictum. *I can teach my butcher boy how 
to do a Caesarian section, | am teaching vou when to do 
it.” How many common ducts have been sacrificed by the 
occasional operator? How many operations for operable 
cancer of the breast are less than radical? How many uterine 
suspensions are needlessly done? No one knows, but these 
examples are common enough for us to cherish the ideal 
that no one not adequately trained in surgery should be 
permitted to be accepted by the public as worthy of its 
confidence as a surgeon 

Perhaps the present unhappy relationship between the general 
practitioner, specialist and patient is not altogether the fault 
of the specialist or the patient. There is litthke doubt that 
the Family Doctor status of the general practitioner has 
gradually deteriorated. The G.P. lost his close association 
with the family group when he began to encroach upon the 
domain of the specially trained individual. By so doing he 
has placed himself at a disadvantage in respect to the specialist 
and the public has become aware of this and has lost faith. 

As we understand the statements of certain general practi- 
tioners they would like the establishment of a consultant 
register whereby only cases referred by them shall be seen 
by the specially trained individual. They do not, however, 
suggest that they will give up their activities in fields which 
are recognized in enlightened circles as requiring specialized 
training. In other words, they wish at the same time to 
retain their prerogative of doing surgery and all the specialized 
ramifications which they as individuals feel is within their 
scope. They would like the dictatorial sphere—to eat and 
have their cake’. 

Perhaps we are belabouring a point the 
should be primarily an economic one. 

It is with some reticence that we wish to open yet another 
aspect of the present difficulties which attend us but it is 
pertinent to medical practice. It has to do with the pernicious 
practice of fee-splitting 

The establishment of a consultant 
by the general practitioner group would, in our opinion. 
induce the unethical procedure of dichotomy. This is essen- 
tially the secret division between doctors of the fee paid 
by the patient. In its simplest terms it is the buying and 
selling of patients on a commission basis and, all contentions 
to the contrary, it is an evil. It frequently leads to over- 
charging and unnecessary surgery because the assistant fee 
is in excess Of the amount customarily allowed for the service 
rendered When, therefore, the young surgeon becomes 
totally dependent upon the general practitioner for his work 
since no patient may see him directly, he may be forced 
economically to the degradation of splitting fees, a practice 
which could become rampant in the presence of a consultant 
register. ‘One of the unfortunate paradoxes of the history 
of medicine ts that whereas never before have such competent 
young surgeons been trained as are being trained to-day, 


and discussion 


register as suggested 


never before has it been so difficult for them to get into 
ethical practice.” 

Most of the United States have made it a legal offence 
to split fees and the department of internal revenue does 
not now allow such payments as deductible from income tax 
The Canadian College of Surgeons has gone one step further 
permit 


and does not its members to include assistants’ fees 
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in their accounts. The assistants must render their own 
accounts 

While the matter of dichotomy is not one of general dis- 
cussion at the present time, the danger of its becoming an 
established practice is a very real one, and we feel that further 
pressure from uninformed groups towards rules and regulations 


of medical practice without full cognizance of all the implica- 


tions can only lead to further deterioration of an already 
unhappy state of medical practice. 

Specialists 
Johannesburg. 
29 July 1953 
To the Editor: The more often and carefully | read Dr. 


Lance Impey’s letter “A Blow to the G.P. the more difficult 
| find it to contain myself. 

Suddenly we find that he ts concerned over the G.P.’s 
economic position and he ts worried because if the specialist 
register is scrapped the G.P. will find himself in competition 
with the specialist with the result inevitably disastrous to the 
G.P. What nonsense! Does Dr. Impey infer that the average 
G.P. has less knowledge of the general practice of medicine than 
the average specialist? Has it never struck Dr. Impey, anyhow, 
that with few exceptions the specialist has for years been 
in competition with the G.P.? The specialist register cer- 
tainly never removed that competition. All it has done is 
to give the specialist an enhanced status and so make com- 
petition with him more difficult. Let me give Dr. Impey. 
and others under a similar misapprehension, the assurance 
that we do not fear the competition of the specialist. What 
we do fear is that enhanced status granted him by the 
specialist register. Neither | nor any other G.P. will have 
the audacity to claim that we know as much as a specialist 
does of his speciality. but we do claim that after a reasonable 
number of years in practice reasonably intelligently pursued. 
we have a better over-all knowledge of medical science and 
art than does any but the most rare and exceptional specialist. 
Just as impossible as it will be for a G.P. to compete with 
the specialist in his particular branch so impossible will it 
be for the specialist to compete with the G.P. in the general 
practice of medicine. Let Dr. Impey rest assured that we 
welcome the competition he fears for us, but let us have that 
competition without the glamour-word * specialist’ to compete 
against, and I am convinced that we shall then regain some 
of the prestige we have lost since we were relegated to some- 
thing inferior by the specialist register. 

Then Dr. Impey’s letter becomes misleading. He says that 
the ethical rules require a specialist to refer the patient 
back to the G.P. He forgot to say that that applies only to 
cases referred by the G.P. and not to those cases where the 
patient of his own accord consults the specialist; and incident- 
ally the latter are fast becoming the larger proportion of 
cases seen by the specialist. It is in these cases, where the 
specialist is ignorant of the background of the patient's com- 
plaint, that not infrequently we find him making mistakes 


in his diagnosis and treatment. This is not an irresponsible 
or prejudiced statement. We have the patient after the 
specialist is finished with him and so we know. I do not 


for a moment wish to detract from the specialists’ undoubted 
ability but if these are facts they may surely be mentioned. 
1 also do not wish to infer that these errors are every-day 
occurrences but they are sufficiently frequent to be discon- 
certing. They could be so easily avoided by a consultants’ 
register, but unfortunately the average specialist has an unholy 
dread of such a register and it is not difficult to know why. 
If we had a consultants’ register Dr. Impey would really have 
reason to be concerned about an economic position—1in this 
case the specialist's. 

The section of the judgment which Dr. Impey quotes reads 
that “if a person holds himself out to be a specialist in say 
tropical diseases without having made a special study of such 
diseases he will probably be guilty of disgraceful conduct’. 
This need not worry him. It is not the intention of the 
G.P. to become a racketeer or to make claims for himself 
which he cannot justify. It is worth while noting though 
that the judgment uses the word * probably’. That indicates 
an uncertainty or that it could be so under certain circum- 
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stances That uncertainty. to my mind, is what is worrying 
and not the probability of being found guilty. as Dr. Impe\ 
seems to feel Presuming though that a G.P. has been in 
practice in the tropics for a considerable time. will he not 
be justified in claiming special knowledge of tropical diseases” 
Similarly. if a G.P. has diligenti) applied himself to his 
practice for a large number of \vears will he not have the 
claim to special Knowledge in the general practice of medi 
cine? It is my considered opinion that such a person has 
more claim to special knowledge than has the specialist who 
on the bare minimum demanded of him, has just been placed 
on the specialist register. Surely a person who has chosen 
to specialize in one branch of medicine at the expence ot 
neglecting all other branches, has no more claim to a higher 
Status than the one who has equaliy spent his time furthering 
his Knowledge of medicine in general Has Dr. Impev. o 
in fact anyone ever thought of us along these lines” 
Was not that a golden opportunity for those people so con 
cerned with the G.P.’s welfare” 

It is most unfortunate that Dr. Impey's letter was published 
at this particular time when a reterendum is being taken on 
the specialist register By the time his statements are refuted 
the voting papers will already have been returned. That ts 
a Very serious matter to my mind 

It would further appear that only 
tion are being given the opportunity to vote. Since this 
question concerns the whole profession it would undoubt 
edly appear that every registered practitioner should be given 
the opportunity to express his view. If that is not done the 
whole referendum ts meaningless and the result will be mis 
leading. Will vou. Mr. Editor. kindly inform us how it ts 
being conducted” 


else, 


Members of the Associa 


D. H. Thomson 
P.O. Box 70. 
brand 


+ August 


[The Medical Secretarv states A 
trom the President of the reading: * National 
Executive of General Practitioners’ Group requests Federal! 
Council Executive to call urgent meeting of Executive to 
consider taking referendum on one simple question does the 
Association wish for specialists register or not’. The Execu 
tive Committee of Federal Council! agreed to the holding of 
the present plebiscite as a result] 


1983 


telegram was received 
Association 


Fees 


To the Editor: ‘' teel that the tollowing will 
be of interest to the profession 

A circular was received by me containing the following 

“For some time now we have been servicing your refri 
gerator at regular intervals and have charged vou 7s. 6d. on 
each occasion we some time ago reached the stage when 
this contract servicing \our refrigerator became no longer an 
cconomical proposition at that price. We therefore regret 
that with the effect from 1 August 1953 we find it necessary 
to merease our charges to 17s. 6d. per contract service. 

I beleve that an increase of 130 is rather exaggerated 
and | am wondering what the public would say about the 
profession if a similar notice were sent to them 

Surely it must be realized that the medical profession cannot 
exist on the charges of to-day and it should be the urgent 
consideration of all Branches to inerease our tariff of fees 

the mun 


per analogiam 


tees 
Unless this is done without delay and there does not seem 
an\ reason why we could not raise our fees by at least 25 

many members of the Association will be compelled to 
resign and put notices in their waiting rooms that as non 
members of the Medical Association they are not bound b 
the tariff lard down by the Association, which is no longer 
an economical proposition Moreover. in order to 
obviate any arguments cash in advance will have to be 
demanded 

This weuld be a highly 
considering that people 


to quacks there can be 


undesirable state of affairs. but 
have plenty of money to pay cash 
no argument against the right of the 
doctor to demand cash. which I believe is actually our legal 
right. It should also be made clear to the public that those 
who drive about ars and live in big houses cannot 
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expect to be charged the minimum tees, as land down tor the 
poor, On the Continent this was a normal procedure as long 
as 50 years ago and there is no reason why similar arrange 
ments should not apply in South Africa, especially in- the 
towns and cities 

Live and Let Live 
Johannesburg 
30 July 1983 

ORREC TION 


To the bLditor n the last number (1 August) of the Journal 
there appeared a report of the proceedings at a_ clinical 
evening held at the Somerset Hospital 

1 am reported to have stated that the case of discoid lupus 
erythematosus demonstrated by me differed from other cases 
of this disease in that no ulceration was present. What | 
said was that the absence of ulceration was a diagnostic 
feature of the condition 

I am also reported as stating that there was no effective 
treatment for My remarks were that no permanent 
cure could be promised and that there was no specific treat 
ment for it 


Psoriasis 


Jacobson 
National Mutual! Buildings 
Church Square 
Cape Town 
3 August 1953 


CONTROL OF SPECIALIZATION BY Law 


lo the Editor: Excellent on theoretical grounds, the control 
of specialization by law, has not in my view proved to be 
spite of the undoubted efforts of the Medical 
Council to make itso. The demand that aspirants must spend 
ears in whole-time positions before being registered as special- 
ists excludes many of those best fitted and probably admits 
many by no means so well endowed. Another collateral evil is 
the insistence that candidates for higher examinations must 
take compulsory instead of being passed or failed 
merely on their actual knowledge irrespective of where it was 
icquired. Whether the system is upheld by the Appeal Court 
or not, | should be glad to see it abolished. There are other 
and better ways of giving the deserving a hall-mark of their 
ability to practice a specialty 


suecess in 


COUTSEeS, 


R. Campbell Begg 
152 Lister Building 
Jeppe Street, 
Johannesburg 
4 August 1953 


tate Coronet H. A. Morrat 
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SUGGESTIONS FOR A 


To the Editor: By the recent 
of our best beloved medical 
trom our midst 

It was my fortunate privilege to have been associated with 
Colone! Moffat in those early days of 1940 when the Wynbereg 
Militar, Hospital was in the process of being reconstituted: 
Colonel Impey was A.D.M.S.. Dr. Simpson-Wells and myself 
were the only 2 medical officers stationed at the hospital, to 
he followed shortly afterwards by Drs. Osler and Drummond: 
a friendly and intimate relationship grew up between us all 
during those difficult ear months of the war At that time 
Colonel Moffat had been retired from active surgical practice 
for some considerable while. but an occasion arose when he 
decided to remove a gland from a patient’s groin for patho 
logical section and he asked me to administer the anaesthetic 
With a twinkle in his eve he remarked, at the end of the 
short S minutes’ operation, that he thought he had performed 
reasonably well for an old-timer This was his vale to 
surgery 

Those of us who were associated with the Colonel during 
his stay at the Wynberg Military Hospital grew to love and 
respect our chief Kind and gentle. he hated intolerance 
injustice and racialism His beneficent influence was felt by 
so many of his officers, staff and patients 

There must be many of us. I feel certain, who would like 
to pay tribute to his memory and to perpetuate the name of 


death of Colonel Moffat, one 
personalities has been removed 
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one so universally beloved and respected. May I suggest that 
a Colone! Moffat Memorial Fund be initiated. The aims and 
object of such a fund could be determined after a suitable 
committee has been formed. I hereby enclose a cheque for 
10 guineas to start such a fund 
Jack Abelsohn, 

M.B., Ch.B., D.A. (R.C.P. & S., Eng.) 
611 African Life Building, 
85 St. George's Street, 
Cape Town 
4 August 1953 


ANALYSIS AND OBSERVATIONS ON THERAPY 
AND TESTS 


Bantu SYPHILIS 


To the Editor: That statistics are misleading is an old adage 
Dr. Sacks and Dr. Selesnick find them particularly so in 
their article in this Journal of 1 August 1953. 

They analyse the effects of treatment in syphilis of the 
Bantu, and observe that after a period of 3 months after 
commencement of treatment 4 out of 7 cases (57%) of early 
syphilis become sero-negative when given 3,000,000 units of 
procaine penicillin with aluminium monostearate (P.A.M.). 
In comparison 0 out of 22 (0%) similar cases of early syphilis 
became sero-negative in the same time when 6,000,000 units 
of P.A.M. were given. Similarly they found that less than 
0.4 grams of mapharside gave better results in early syphilis 


in 3 months than more than 0.4 grams of mapharside. Both 
gave better results than 6,000,000 units of penicillin 
They suggest as a possible explanation of these extra- 


ordinary results that the Kolmer test used is too sensitive and 
includes many false positives. They also say it is doubtful 
whether cases of low titre should be treated, and suggest that 
the large annual vote for venereal disease in this country 
(about £400,000) would be better used in increasing the grant 
made in research in connection with the specific tests for 
syphilis, and the effects of syphilis in the Bantu population 
They also suggest a reduction in the amount of therapy. 

In a letter in the same number of the Journal, Drs. G. M. 
MacNab and J. F. Murray of the South African Institute for 
Medical Research, Johannesburg, suggest that the Bantu may 
react to syphilitic infection differently from the European, 
and that abnormalities of lipo-proteins found in the Bantu 
may influence the positive results. They also suggest that 
until more evidence is available to show that sero-positivity 
can be equated with treponemal infection in the Bantu it 
would probably be more economical to devote an appreciable 
portion of the money spent annually on the treatment of 
latent syphilis in the Bantu to intensive research on the sub 
ject 
Do Drs. Sacks’ and Selesnick’s results justify these revolu- 
tionary suggestions? Can some more simple reasons for their 
surprising findings be found? 

It is well known that the earlier syphilis is treated the 
better are the results obtained. Dr. Sacks and Dr. Selesnick 
have fallen into the error of grouping all cases of early 
syphilis together. The define early syphilis as cases with 
primary or secondary lesions. I would suggest that thes 
re-analyse their results by comparing like with like: namely. 
sero-negative primaries treated by one method with sero- 
negative primaries treated by another. Similarly with sero- 
positive primaries, early secondaries, and late secondaries 
They will then find that the effects of therapy of syphilis 
in the Bantu differ little from those in the European. | 
predict that they will find in their table IV. where with 
6,000,000 units of penicillin no negative results were obtained 
in 22 cases in 3 months. there was a higher proportion of 
secondary syphilis than in table II] where 4 out of 7 similar 
cases became negative after treatment with 3,000,000 units 
of penicillin 

In many instances the numbers of cases compared in the 
various groups is far too small to justify the deductions made 
by the authors. In the mapharside-treated cases of early 
syphilis in the 3-months groups there is only one case in table 
V and 2 in table VI 

A quantitative blood test for syphilis, preferably the Kahn, 
is a far more accurate guide than a qualitative test. The 


pattern of treatment can then be clearly seen 
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Cases of primary syphilis with negative bloods or with 
positive bloods of low titre are just as deserving of adequate 
treatment as are cases with high titres. Perhaps Drs. Sacks 
and Selesnick are referring to cases of latent syphilis when 
they say ‘it is doubtful whether cases of low titre should be 
treated 

I suggest that there is no need for the authors to worry 
about their paradoxical results if they compare like with like, 
use quantitative Kahn (not Kolmer) tests and disregard groups 
consisting of a few cases only. They will then find the results 
of treating Bantu syphilis not so very different from the 
results of treating European syphilis, and that the country’s 
money is not being wasted. 


F. W. F. Purcell. 
National Mutua! Building, 
Church Square, 
Cape Town. 
5 August 1953. 


SUMMER DIARRHOEA AND MALNUTRITION 


To the Editor: \n his comprehensive historical survey in the 
Journal of 25 July, Dr. E. Kahn has made us aware of the 
important part played by malnutrition in the aetiology of 
summer diarrhoea in infants. Most paediatricians will agree 
that he has a good case when he says that ‘the feeding of 
infants with formulae containing insufficient milk during the 
pre-Finkelstein era gave rise to a type of malnutrition which 
is to-day widespread among artificially fed Bantu babies in 
this country 

It would be interesting to know why these Bantu babies 
should be artificially fed. Or, to put the question another 
way, why are these babies not breast-fed? ne would have 
expected the more primitive mother to look upon breast- 
feeding as a biological necessity. Are social and economic 
conditions alone at fault? Or does the mother imagine there 
is some magical quality in the white man's food that comes 
out of a tin? The subject provides an interesting and profitable 
field for research. 

An important problem is the relationship between summer 
diarrhoea and that type of malnutrition known as_ the 
Kwashiorkor syndrome. Over and over again one sees babies 
with varying degrees of this disturbance arriving at the out- 
patient department with the following history: following an 
attack of gastro-enteritis the baby had been fed on nothing 
but barley-water for two or three weeks! Most of the 
parents are only able to afford one visit to a doctor, and 
it is important to realize, as Dr. Kahn points out, that these 
babies are already in a state of malnutrition, and to give 
instructions about the resumption of feeding after the prelimi- 
nary period of starvation. If the doctor thinks the mother 
is incapable of attending to this for economic or other reasons, 
he should refer her to the nearest welfare centre wherever 
this is possible. 

Fundamentally the prevention of summer diarrhoea is a 
socio-economic problem, requiring long-term planning for its 
eradication. On a short-term basis. one way of tackling 
malnutrition and summer diarrhoea (in the larger centres) 
would be by the appointment of a senior welfare nurse to 
hospital pediatric departments. She would act as liaison officer 
between welfare centre and hospital: she would see to it that 
cases of malnutrition or summer diarrhoea that have been 
admitted to the wards would, when discharged, be visited at 
home by health officers and referred to appropriate clinics, 
and out-patient cases requiring clinic attention could be 
referred to her. This work is usually done by the social 
worker, but an experienced welfare nurse would facilitate 
that close co-operation between health department and hospital 
which is so essential in the management of this serious 


pediatric problem. ae 
I. Mirvish. 


Commercial Union Buildings. 
90 St. George's Street. 

Cape Town. 

7 August 1953 
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ENICOMBISUL 


CONTAINS THE THREE SULPHONAMIDES WHICH CONSTITUTE 


TRI COMBIS UL 


(0.166 g. each SULPHACETAMIDE, SULPHADIAZINE, SULPHAMERAZINE) 


PLUS 


100,000 UNITS OF CRYSTALLINE 


POTASSIUM PENICILLIN G 


PENICOMBISUL offers simultaneous oral penicillin and triple 
sulphonamide therapy, 4 wide antibacterial spectrum and minimal 
sensitivity reactions. 


PENICOMBISUL TABLETS in bottles of 24. 


Sole Distributors © SCHERAG (PTY.) LTD., P.O. BOX 7539 - JOHANNESBURG 


WHAT IS ROTERCHOLON? 


Rotercholon is a new synergistic association of medicaments all of which have an 
important action in controlling disorders of the biliary system. 


No narcotics — no disagreeable or harmful side-effects. 


WHAT DOES ROTERCHOLON DO? 


Rotercholon has a powerful cholagogic and choleretic action. 
Powerfully stimulates secretion and flow of bile. Hinders formation of gall-stones, improves biliary 
drainage which relieves spasticity. Stimulates gastric function and intestinal peristalsis. Has mild 
antiseptic action, which favourably influences inflammation of biliary passages. 


WHEN IS ROTERCHOLON INDICATED? 


Important indications for use are: 
EXTRA — HEPATIC DISORDERS, such as Cholecystitis, Cholelithiasis. HEPATIC DISORDERS; 
Hepatitis, Hepatic insufficiency, Cirrhosis. JAUNDICE due to insufficient permeability of the bile- 
ducts. PREGNANCY DISORDERS of the Hepato-biliary system. DIGESTIVE MANIFESTATIONS 
OF BILIARY ORIGIN: Anorexia, Flatulence, Sensation of Abdominal fullness. CHRONIC CON- 
STIPATION. ENTEROCOLITIS. 


You are invited to write for full particulars and clinical trial supply 


IMPORTERS 
HARRY DELEEUW CO. (PTY.) LTD. 


P.O. BOX 7, MARAISBURG, TRANSVAAL, SOUTH AFRICA 


Distributors for South Africa and S.W.A.: 
ALEX LIPWORTH LTD. Johannesburg, P.O. Box 4461; Cape Town, P.O. Box 4838; Durban, P.O. Box 
Distributors for Rhodesia: GEDDES LTD. Bulawayo, P.O. Box 877; Salisbury, P.O. Box 1691 
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Insomnia 


Preoperative treatment 


Obstetrics 


opental 


(Pentobarbitone Sodium-Petersen ) 


is indicated 


SOPENTAL is the mono-sodium 
acid 


ACTION AND USES: SOPENTAL is one of the more rapidly 
acting barbiturates, but its duration of action is short 


INSOMNIA. in those cases of insomnia where the patient 
experiences difficulty in getting off to sleep, SOPENTAL has an 
advantage over other barbiturates, since its short action is less 
likely to leave the patient in a state of depression during the 
morning following adm:nistration. The normal dosage employed 
is one or two tablets (in the average patient one tablet is sufficient) 
immediately before retiring 


PREOPERATIVE TREATMENT. SOPENTAL may be used 
as a basal anaesthetic prior to surgical operation, its sedative 
effect minimising the amount of general anaesthetic required. In 
these cases the normal procedure is one tablet the evening before 
operation, a further tablet two hours before, and, if necessary, 
a third tablet one hour before operation 


OBSTETRICS. SOPENTAL may be employed for the pro- 
duction of obstetrical amnesia, where the optimum dose is that 
which reduces pain without depressing uterine contractions 
Here it is usual to start with one tablet at the commencement 


of labour, repeating the dose, when necessary, up to a maximum 
of five tablets 


derivative of 5-ethy!-5- 


SOPENTAL is almost completely destroyed by the liver, and is 
therefore useful in cases of impaired renal function 


SOPENTAL is issued as tablets cf Pentobarbitone Sodium |} 
grains in each, in bottles of 40 and 500 


Manufactured in South Africa by 


STANDARDISED 


PETERSEN LTD. 


Established 1842 
DURBAN BULAWAYO 
Umbilo Road P.O. Box 986 


CAPE TOWN 
P.O. Box 38 113 


P.O. Box 5785 


JOHANNESBURG 


Al 


JOURNAL 


POST GRADUATE 


STUDY | 


For South Atriccn Practitioners 
ows Are you preparing for any Medical, 
Surgical or Dental Examination? 


Send Coupon below for valuable publication 


“GUIDE TO MEDICAL EXAMINATIONS” 


PRINCIPAL CONTENTS 


Tne Examinations of the Qualifying Bodies, 

The M.R.C.P. London and Edinburgh 

Diploma in Anasthetics. 

The Diploma in Tropical Medicine. 

Diploma in Ophthalmology. 

Diploma in Psycholog'cal Medicine. 

Diploma in Child Health. 

Diploma in Industrial Health. 

Diploma in Laryngology. 

The F.D.S. and all Dental 
Examinations. 

You can prepare tor any ot 

these qualifications by 

postal study in S Atrica 

and come up to Creat 

Britain tor exam 

nation We spe 

cialize in Post 

graduate 

tuition 


THE SECRETARY 
MEDICAL 
CORRESPONDENCE 
COLLEGE 

19 Welbeck Street. 
London 
send me a copy of yow 
to Medical Examinations 
by return 


Address 
Eraminations ™ wu hich interested 


South African Offices: P.O. BOX 2239, DURBAN, NATAL 


22 August 1953 


Speeding wheels 


of progress... 


and behind those wheels that speed across 


busy citics ind remote 


lonely plains, through 


dorps are the labour and resource of the people 


whose efforts keep the wheels turning . whe 
are united in a single purpose; to serve you 
Pheir skill and friendly co-operation are import 
ant to society, vital to the country, and of direct 
benetit to you. You can be proud of your 
railways—and of your railwaymen 
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Provincial Administration of the Cape 
of Good Hope 


HOSPITALS DEPARTMENT 
HOSPITAL BOARD SERVICE: VACANCY 
1. Applications are invited for the following vacant post 


{pplications 


Institution Post Emoluments Closing must be 
date addressed to 
Frere Medical £500. 600 10.9.53 The Medical 
Hospital, Practi- 660-720 Superintendent, 
East tioner, p.a Frere Hospital, 
London Grade A P.O. Box 13, 
(Casualty East London 
Depart- 
ment) 


Conditions of service are prescribed in terms of Hospital 
Board Service Ordinance No. 19 of 1941, as amended, and the 
regulations framed thereunder 

3. In addition to the scale of salary indicated a cost-ot-living 
allowance at rates prescribed from time to time by the Adminis- 
trator 1s payable to whole-time officials and employees 

4. The successful candidate, if not already in the Hospital 
Board Service, will be required to submit satisfactory birth and 
health certificates 
§. Application must be made on the prescribed form (Staff 23) 
which ts obtainable from the Director of Hospital Services, 
P.O. Box 2060, Cape Town, or from the Medical Superintendent 
of any Provincial Hospital or Secretary of any School Board tn 
the Cape Province 

6. Candidates must state the earliest date on which they can 
assume duty (AS62707) 


Provinsiale Administrasie van die 
Kaap die Goeie Hoop 
HOSPITAALDEPARTEMENT 

HOSPITAALRAADSDIENS : VAKATURE 
i. Aansoeke word ingewag om die volgende vakante pos 


fansoeke 


Inrigting Pos Emolu- S/uitings- moet gerig 
mente datum word aan 
frere- Geneesheer, £500-600 109.53 Mediese 
hospitaal, Graad A 660-720 Superintendent, 
Oos- (Ongevalle p.j Frere-hospt- 
Londen Departe- taal, Posbus 
ment) 13, Odos-Lon- 
den 


2. Die diensvoorwaardes word voorgeskryf ingevolge die 
Ordonnansie op Hospitaalraadsdiens nr. 19 van 1941, soos 
gewysig, en die regulasies wat daarkragtens opgestel ts 

3. Benewens die salarisskaal soos aangedui ts ‘n duurtetoeslag 
betaalbaar aan voltvdse beamptes en werknemers teen bedrac 
wat van tyd tot tyd deur die Administrateur vasgestel word 

4. Die geslaagde kandidaat, indien nie reeds in die Hospitaal- 
raadsdiens nie, moet bevredigende geboorte- en gesondheid- 
sertifikate indien 

§. Aansoek moet gedoen word op die voorgeskrewe vorm 
(Staf 23) wat verkrygbaar is by die Direkteur van Hospitaal- 
dienste, Posbus 2060, Kaapstad, of by die Mediese Super- 
intendent van enige provinsiale hospitaal of by die Sekretaris 
van enige Skoolraad in die Kaapprovinsie 

6. Kandidate moet die vroegste datum meld waarop hulle 
diens kan aanvaar (AS62707) 


Assistantship Required 


Experienced general practitioner (gentile) requires assistantship 
with view. in Cape Province or Natal. Capital available 
Write °A. R. W.. P.O. Box 643, Cape Town 


VIR GENEESKUNDE XIX 


(ity of Durban 


VACANCY: EUROPEAN SENIOR CLINICAL MEDICAL 
OFFICER (FEMALE) 


Applications are invited for the abovementioned vacant posi 
tion in the City Health Department. 

The grade for the position is G.S (£1,000 *« 50—£1,200) 
subject to the operation of the City Council's Scheme of 
Deflation of Salaries and Wages and, in addition, a cost-of 
living allowance at the rates applicable to the Public Service 
or the statutory rates, whichever rate is the higher, is being 
paid at the present time. At existing rates, this will give a 
total remuneration as indicated 


Emoluments Minimum Maximum 
tincludine C.O.L.A.) 

Per annum £1,100 0 £1,300 

Per month £91 13 4 £108 6 8 


The apporntment, which will be in terms of the City Council's 
general conditions of service and leave regulations, will be 
subject to the approval of the Minister of Health and to the 
successful candidate passing a medical examination to be 
conducted by one of the Council's Medical Officers 

The duties appertaining to this position generally relate to 
the various branches of maternal and child hygiene and the 
development of a family health programme for all races, 
including a very limited amount of sectional administration. 
The successtul applicant will also be required to drive a motor 
car in the course of her duties. 

Preference will be extended to candidates of less than 45 
\ears of age 

The successtul applicant will be required to become a con- 
tributing member of the Durban Corporation Superannuation 
Fund 

Applications trom registered female medical practitioners, 
Stating age, marital status, qualifications and experience, and 
accompanied by copies of not more than three recent testi 
monials, should reach the City Medical Officer of Health, 640 
Smith Street, Durban, not later than 12 noon, on 18 September 
1983 

Personal canvassing for appointment is prohibited and proof 
thereof will disqualify a candidate vide Council's Standing 
Order No. 1. 

W. L. Howes 
Town Clerk's Office Town Clerk 
Durban 
8 August 1953 


lity of Cape Town 
VACANCY FOR RESIDENT MEDICAL OFFICER 


Applications are invited from registered medical practitioners 
under 45 years of age for the vacant position of Resident 
Medical Officer at the Brooklyn Hospital for Chest Diseases 

Salary scale £900 SO0—£1,150, less £226 per annum for 
quarters, rations, light, fuel and laundry, plus temporary non- 
pensionable cost-of-living allowance 

The successful applicant will be required to devote the 
whole of his/her time to the service of the Council. and the 
appointment will be subject to the provisions of Municipal 
Ordinance No. 19 of 1951, the Standing Orders and Regula- 
tions of the Council and the Municipal Staff Code all as 
amended from time to time 

Applications in dupiicate on the prescribed forms obtainable 
trom the Senior Staff Officer, 2nd Floor, Municipal Buildings, 
Longmarket Street. Cape Town, should reach him not later 
than noon on Wednesday, 2 Sep'ember 1953 

Canvassing of Councillors will be a disqualification. 


M. B. Williams 
Cit. Hall Town Clerk 
Cape Town 
22 August 1953 
R138 (15261) 
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Die Mediese Vereniging van Suid-Afrika 


AGENCY DEPARTMENT : AGENTSKAP-AFDELING 


JOHANNESBURG 
Medical House, § Esselen Street, Telephone 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat 5 Telefone 44-9134-5, 44-0817 


ASSISTENTE/PLAASVERVANGERS VERLANG 
ASSISTANTS/LOCUMS REQUIRED 


(L/V413) Assistant required for country practice near Johan 
nesburg. Hospital facilities. Definite view to partnership 
Preferably Gentile doctor, capable of doing surgery. 
(L/V419) Reef hospital town. Assistant required as from | 
September. Own car necessary. Preterably experienced man 
(L/¥420) Locum for the month of October. Must have own 
car. Salary £2 12s. 6d. per day, free petrol and oil and 
board and lodging and £10 p.m. car allowance. Will suit 
newly qualified man 

(L/V421) An assistant is required for a very large European 
practice in Johannesburg, mainly Afrikaans-speaking patients 
Will suit a newly qualified man. Excellent prospects. 
(L/¥V423) O.V.S. Plaasvervanger benodig vir tydperk 4-6 
maande, weens sickte van vennoot. Moet Afrikaans-sprekend 
wees, cie kar gebruik en verkieslik ongetroud wees. Salaris 
£2 2s. per dag, vry losies en petrol en olie. 6d. per my! 
vir ritte verder as 3 myl 

(L/¥V425) O.F.S. Locum required tor September. Salar) 
£3 3s. per day, and all found. Own car necessary. 


PARTNERSHIP OFFERED 
(P/O21) Half-share in essentially English-speaking private 


practice in Johannesburg. Preferably Gentile with 3 or 4 
years’ experience. Premium £2,500 


ROOMS TO LET 


Johannesburg. Consulting room and waiting room to share 
with general practitioner, in medical block, centre city. Fully 
furnished 


PRAKTYKE TE KOOP: PRACTICES FOR SALE 
(Pr/S81) Oos-Vrystaat. Geen opposisie. D.G. aanstelling teen 
£425 p.j. Jaarlikse inkomste £2,500. Premie van £750 sluit 
praktyk-toerusting, instrumente en medisyne in As volg 
betaalbaar: £300 kontant en balans op maandelikse paaie 
mente; dic bedrag waarvan onderling gereé! kan word 
(Pr/S82) Excellent non-European practice near Johannesburg 
Established in 1944. Average annual net income £2,700 cash 
Premium required is £2,000 and terms can be arranged. Pre 
mium includes contents of surgery and maternity ward 
(Pr/S78) Oud-gevestigde Vrystaatse praktyk met D.G. aan 
stelling Gemiddelde jaarlikse inkomste oorskrei £4,000 
Premie van £2,000, sluit medisyne en apparate in. Uitstekende 
geleentheid vir ‘n jong man 
(Pr/S84) Picasant town in Northern Transvaal, with hospital 
facilities. General practice which was run by seller for 10 
years besides a large non-transferable mine appointment. The 
appointment did not allow time for any Native work—only 
for very few district calls. Net cash income over £1,200 per 
year though only few hours daily were spent in this practice 
Premium £500 on terms. Excellent start for young man 
(Pr/S85) Progressive Transvaal dispensing practice. Excellent 
surgical facilities. Average gross income £3,500 per annum 
Premium required £2,500 and the following terms could be 
arranged: £1,250 deposit and the balance over a period of 18 
months, starting 3 months after cash payment. The premium 
includes drugs, furniture and fittings. estimated at £800. Two 
transterable appointments worth £230 per annum. Scope for 
expansion 
(Pr/S87) Wes-Transvaal. Ulitstekende praktyk. Gemiddelde 
jaarlikse inkomste oorskre: £3,000. Woonhuis en spreek 
kamers te koop of te huur teen £14 en £11 per maand, onder 
skeidelik. Premie verlang is £1,500 en terme kan gereé] word 
Skrvf om volle besonderhede 


INSTRUMENTS 
A second-hand Corneal Microscope 1s required 


KAAPSTAD : CAPE TOWN 
Posbus 643, Telefoon 2-6177:P.O. Box 643, Telephone 2-6177 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 


(1276) S.W.A.  Well-established prescribing practice. Cash 
income 1952, £3,832. THIS IS AN EXCELLENT OPPOR- 
TUNITY to acquire a very good practice with full scope 
for surgery at an exceptionally low premium as the owner 
wishes to sell as soon as possible in order to specialize. 
Premium for goodwill, instruments and surgery furniture 
£800. Terms possible 
(1115) Cape Town suburban practice. Details on application. 
(1280) Eastern Cape dispensing practice with large native 
population. Gross receipts £3,151. Premium required £1,000 
including large stock of drugs, fittings and furniture. Terms 
possible. 
(1356) Very well established CAPE TOWN SUBURBAN 
PRACTICE. Outright sale or alternatively partnership share 
available to Gentile purchaser. Excellent opportunity to 
acquire a good class practice. Details on application. 
(1399) Transkei. Unopposed prescribing practice. Receipts 
1950/51 /S2--£3,.887 18s. 10d., £4,814 2s., £5,064 Ss. 6d. Two 
appointments. Practically no night work. Premium required 
for goodwill £2,000. Large house for sale at £3,000. Terms 
possible 
(1434) South Western Cape. 
practice. Receipts £3,755 p.a. 
practice, drugs, surgery furniture and some instruments. 
Terms available. Three appointments 
(1436) Goedgevestigde Karoo-praktyk. Ontvangste ongeveer 
£3,000 p.). en M.O.H. aanstellings. Koopprys £1,500 
wat voorrade insluit. Gerieflike woning met spreekkamers 
beskikbaar teen besonder billike huurgeld. 
(1437) Prescribing practice in Transkei, 90°, native and there- 
fore cash. Gross takings over £2,000 p.a. including contract 
of approximately £150 p.a. Little night or week-end work. 
definite scope for expansion. No surgery and little maternity 
done. Easy travelling distance from sea. Surgery for hire at 
£5 p.m. Owner going overseas and therefore prepared to 
sacrifice at £600 for quick sale 
ASSISTENTE/PLAASVERVANGERS VERLANG 
ASSISTANTS, LOCUMS REQUIRED 
(1186) Noordwes Kaapland.§ Assistent vir 6 maande of 
langer. Salaris £75 per maand, plus vry huis of vry_ losies 
(1167) Namaqualand. ‘n Afrikaanssprekende assistent. Moter- 
kar word voorsien. Goeie diensvoorwaardes en salaris 
SPECIALIST SURGEON 
(895) Partnership share for sale 


Well-established dispensing 
£3,500 required for house. 


Details on application 


DURBAN 
112 Medical Centre, Field Street. Telephone 2-4049 


PRACTICES FOR SALE : PRAKTYKE TE KOOP 


(PD13) Natal Lower South Coast practice, near Pondoland 
border, suitable for retired doctor. Area developing and large 
Police holiday camp in vicinity. Excellent climate and very 
good fishing. Premium required £400, includes good stock of 
drugs and dressings, instruments and dispensary furniture. 
House for sale £1,800, including stand of one-third morgen. 
Bond available. For immediate sale. Owner having taken a 
full-time appointment. 

(PD15) General practice established 1941 at pleasant residen- 
tial and seaside resort about 10 miles south of Durban. 
Annual income approximately £1,000. No major surgery, 
minimum of minor surgery and only emergency midwifery 
being done at present. Brick house with consulting room 
attached, for sale at £5,250. Owing to ill health owner wishes 
to retire from practice as soon as possible. Premium £1,000 
including drugs, surgery and dispensary furniture. 
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(PD20) Natal South Coast. General mixed prescribing practice 
Premium £1,000 plus £200 tor full equipment of 2 surgeries 
Large proportion of the patients are European visitors, and 
Indians. A lucrative Native practice could be built up if 
dispensing was carried out. Immed ate introduction. 

(PD21) East Griqualand. General mixed practice with net 
profit of £3,000 annually. Premium £1,900, terms if required 
Excellent opportunity for newly qualified practitioner 

(PD22) Natal. Prescribing and dispensing country practice. 
Total gross receipts for 1951, £3,344 Ss. 9d.; 1952, 
£2.817 10s. 6d.; 1953 (3 months), £846 6s. 10d. Premium 
£1,500, includes drugs, consulting room furniture and instru- 
ments. House for sale £5,500. 

(PD23) Natal. Prescribing practice particularly suitable for 
a woman doctor interested in obstetrics and gynaecology 
Total gross receipts for 1950, £1,570; 1951, £1,595; 1952, 
(6 months), £1,340: 1953 (3 months), £382. Premium £1,250, 
includes furniture, fittings, instruments, drugs and existing 


book debts 
PARTNER REQUIRED 


(PDX) General Practitioner in Durban offers partnership pre- 
ferably to one with experience. Capital necessary. 


ASSISTENTE/PLAASVERVANGERS VERLANG 
ASSISTANTS LOCUMS REQUIRED 


(138) Assistant required immediately in general country practice 
near Pietermaritzburg. £1,000 per annum. Two appointments. 
Very little surgery or midwifery. Should possess own car. 
(139) Locum required Natal country practice. 30 August to 
30 September Must be bilingual and possess own car 
£2 12s. 6d. per day. all found 

(140) Assistant immediately until end of year. Partnership of 
four. Experience in anaesthetics a recommendation. Hospital 
facilities available. Salary £100 per month. 


Practice for Sale 
At present operated by a woman doctor, established just over 
a year. Rooms in Central Square block, Pinelands, Cape 
Spacious surgery, waiting room. laboratory and dark room, 
complete with modern fittings and equipment. Rent £16 
monthly. Equipment. instruments and drugs valued at £461 


Furniture and fittings and typewriter £260; goodwill £100 
Ample scope for expansion. Owner leaving to take up hospital 
appointment. For further particulars write “A. R. R.’, P.O 
Box 643, Cape Town. 


Medical Officer 
Wanted by an old-established Asbestos Mining Company in 
the Prieska area of the Cape Province, a full-time Medical! 


Otficer Applications with details of qualifications, marital 
status, etc. should be addressed to: The Secretary, Cape 
Asbestos South Africa (Pty.), Ltd. P.O. Box 2533. Johannes 
burg 

(This appointment has the approval of the Medical Associa 
tion of South Africa issistant Secretary, M.A.S.A.) 


Praktyk te hoop 


Noord Vrystaat. Geen opposisie. Baie goeie toekoms, me’ 
vooruitstrewende distrik. D.G. aanstelling. Jaarlikse inkom- 
ste by £3,500; kan vermeerder word. Premie £2,000 sluit in 
groot voorraad medisyne, instrumente en meubels. Betaling 
kan gereél word. Skryf aan ‘A. R. Posbus 643, Kaapstad 


Partnership Offered 


Practitioner with large thriving European and non-European 
City practice offers one-third share partnership. Larger share 
may be made available later if desired. Cash required for 
one-third share, £2,000 Write “A. R. K.’, P.O. Box 643, 
Cape Town 
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Transvaal Provincial Administration 
VACANCIES : TRANSVAAL PUBLIC HOSPITALS 


Applications are invited from suitably qualified candidates for 
the undermentioned posts at Public Hospitals in the Transvaal. 
Applications should be addressed to the Medical Super- 
intendents of the Hospitals concerned and should contain full 
particulars as to the age, professional and academic and language 
qualifications, experience and conjugal status of the applicant 
and should further indicate the earliest date upon which duties 
can be assumed. Copies, only, of recent testimonials to be 
attached. 
Cost-of-living allowance payable at present to full-time 
employees 
Cost-of-living Allowance 
Salary Married Single 


_ 
Over £350 per annum £320 perannum = £100 per annum 


Full-time employees receive in addition to their salaries and 
cost-of-living allowance, the following privileges: 


Leave and rail concession 


Successful candidates will be required to submit satisfactory 
certificates as also to submit to a medical examination at the 
hospital concerned 

Application forms are obtainable from any Transvaal 
Provincial Hospital or the Provincial Secretary, Hospital 
Services Branch, P.O. Box 2060, Pretoria. 

The closing date of applications for undermentioned posts 
will be 31 August 1953. 


Hospital Post Emoluments Remarks 
Baragwanath Assistant £1,200 Registered medical 
Hospital Anaesthetist 50--1,500 practitioner. High- 
Board and (1) er qualifications in 
the University Anaesthetics a 
of the Wit- recommendation. 
watersrand 
Pretoria Junior £1,200 « Registered medical 
Physician 501,500 practitioner 
(Departmentof 
Medicine) (1) 
Germiston Casualty £620, 780, Registered medical 


Officer (1) 820, 860 practitioner. Must 
be qualified for at 


least two years. 


Tara Hospital Neuro- £620, 780, Registered medical 


Board and psychiatric 820, 860 practitioner 

the Univer- Registrar 

sity of the (1) 

Witwatersrand (41944) 


Provincial Administration of the Cape 
of Good Hope 


HOSPITALS DEPARTMENT 


HONORARY ANAESTHETIST TO THE SOMERSET 
HOSPITAL 


Applications are invited for appointment to the post of 
Honorary Anaesthetist at the above-mentioned institution 

The appointment will be for 5 years, but may be terminated 
before the end of that period in the event of the Medica! 
staffing of the institution being re-organized 

Applications containing full particulars of age, qualifica- 
tions, experience, etc. with copies of recent testimonials, 
should be forwarded to reach the Medical Superintendent, 
Somerset Hospital, Beach Road, Green Point, Cape, not later 
than noon on 12 September 1953 (A1146) 


+ 
Ke 
; 
ry 
wale 
i 


S.A. MEDICAL 


Vacant District Surgeoncies 
Applications for the undermentioned District Surgeoncies accom- 
panied by full particulars as to date and country of birth, qualifi- 
cations, experience and previous and present appointments of 
of the applicants and the earliest date on which they can assume 
duty, if appointed, should reach the Secretary for Health, P.O 
Box 3&6, Pretoria, not later than 2 September 1953. Testimonials 
(copies) may be submitted, but the Minister of Health wishes to 
be known that any candidate will be regarded as disqualified 
who directly or indirectly canvasses for appointment 

Phe appointments are on a part-time basis and private practice 
is not precluded 

Applicants should state whether they have a knowledge of 
both official languages. also whether they are competent to 
diagnose leprosy and venereal diseases and to use the modern 
intravenous and other therapeutic technique in the treatment of 
venereal disease. Applicants should also state whether they have 
any experience ao a medical officer of hea!lth or in any similar 
capacity. If more than one post is applied for a separate applica- 
tion should be submitted in respect of each 


Salar\ Drug Allowance 
Place per Annum per Annum 
f ‘ 

Cape Provine 

Kenhardt WO 60 

Reivilo S00 

Rhodes 380 

Vilhtersdorp 90 20 

Wolseley 100 18 
Transvaai 

Alldays 380 25 

Lydenburg 475 
Oranee Free Stat 

Reit/ 450 90 

Welkom 235 38 
Natal 

Newcastle 400 30 


The salaries cover all ordinary and routine services but 
travelling allowance of Is. per mile for all mileage travelled 
outside a radius of three miles from headquarters, night deten 
tion at Ss. and supplementary fees for certain other services 
will be payable. Also fees for attendance at courts and inquests 
in accordance with the tariff of the Department of Justice 

Forms of application and copy of draft agreement will be 
furnished on application (41882) 


Praktyk te hoop 


Vooruitstrewende Oranje Vrystaat hosoitaaldorp. Butte on 
vangste afgelope 3 jaar £3,400 p.j). Een aanstelling + t260 
Pp.) Inkomste van vry pasiénte behande!l hospitaal 
£400 Medisyne word aangemaak. Premic verlang £2,000 
(dit sluit in medisyne. spreekkamermeubels, ens. ter waarde 
van + £500). Ruim spreekkamers te huur teen £6 per maand 
Eienaar wil graag verdere studies onderneem Skrvf aan 
ae Posbus 643, Kaapstad 


Part-Time Medical Advisor 

The assistance is required in the capacity of part-time Medica 
Advisor of a practising medical practitioner for a new Engin 
eering Works opening shortly in’ Epping All particulars 
regarding requirements, remuneration, etc. may be obtained 
on application to the Personnel Officer, Metal Box Company 
of S.A. Lid, P.O. Box 2226, Cape Town. 

(This appointment has the approval of the Medical Ass« 
ciation of South Africa fssistant Secretary, M.A.S.A.) 


For Sale 
Doctor living in select Durban suburb finds city and suburban 
practice too much Attractive seven-roomed Tudor-styled 
house 1s for sale for £7,750 Purchaser will be wiven free 
introduction to growing suburban practice with excellent pros 
pects. For further particulars write *A. R. Z., P.O. Box 643 
Cape Town 
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Siekefonds van die Suid-Airikaanse 
Spoorwee en Hawens 


AANSTELLING VAN SPOORWEGDOKTER: NOUPOORT 


Aansocke word van geregistreerde mediese praktisyns ingewag 
vir aanstelling in die betrekking van spoorwegdokter, Nou- 
poort, en spoorwegtrajek De Aar (uitsluitend) tot by Sherborne 
(insiuntend), teen salaris van £1,238 per jaar, plus die 
velde en toelaes wat in dic regulasies van die Siekefonds 
voorgeskryf word, en met die reg om privaat te praktiseer 

Die salaris ts onderhewig aan wysiging in ooreenstemming 
met die sensus van lede wat op | April van elke jaar afge 
neem word. 

Die aanstelling geskied kragtens die regulasies van die 
Sickeftonds. en opsegging van dienste is onderworpe aan vier 
maande kennisgewing deur een van beide partye 

Die suksesvolle applikant moet op Noupoort in die genees 
hundige distrik woon, op ‘n datum wat gereé!l sal word diens 
aanvaar, en sy pligte ooreenkomstig die regulasies van dix 
Siekefonds uitvoer 

Aansoeke moet die Distriksekretaris. Distriksiekefondsraad 
Kaap-Middellande. Kamer 116. S.A. Mutual-gebou, Hoo! 
straat, Port Elizabeth. nie later nie as 28 September 1983 
bererk, en applikante moet die volgende vermeld 


1. Volle naam 

2. Kwalifikasies (waar en wanneer verkry) 

3. Ondervinding (waar en wanneer verkry en opgedoen) 
4. Datum van geboorte. 

S. Land van geboorte 

6. Getroud of ongetroud 


Of ten voile tweetalig 

8. Of Suid-Afrikaanse burger 

9. Watter Staatsbetrekking, indien enige, beklee word. 

Werwing deur of ten behoewe van enige applikant stel so 
apphkant bloot aan diskwalifikasie. 

Enige verder besonderhede wat verlang word kan op aan 
vraag van die Distriksekretaris by die bovermelde adres verkr\ 
word 

G. Freeling 
Johannesburg Waarn. Hoofsekretaris 
1S Augustus 1953 


Services Required 


Private nursing home (about 35 beds) requires the services of 
the following 
1. House Physician-—part-time -to spend about hours 
daily in attendance. Salary £35 per month 
Consulting Physicitan—salary from £600 per annum 
3. Medical Officer—-salary from £600 per annum 
Apply to Box 655, Johannesburg 


Medical Officer. Blyvooruitzicht 


Wanted full-time Medical Officer Bly vooruitzicht 
full particulars to Box 8603, Johannesburg 

(Before submitting applications, practitioners are advised t 
communicate with the Hon. Sec., Southern Transvaal Branch 
(M.A.S.A.), 5 Esselen Street. Johannesburg {ssistant Secre 
tarv, M.A.S.A.) 


Apply tor 


BRASS PLATES 


TO MEDICAL COUNCIL SPECIFICATION 


VICTOR C. GLAYSHER 


165 BREE STREET PHONE 
CAPE TOWN 


tS Printed by Cape Times Ltd., Parow, and Published by the Proprietors, THe MEDICAL ASSOCIATION OF SOUTH AFRICA, 
Mevicat House, 35 Wale Street, Cape Town. 


P.O. Box 643. Telephone 2-6177. 


Telegrams: ‘Medical’ 
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22 Augustus 1953 S.A. TYDSKRIF VIR GENEESKUNDE 


€€Toral intravenous alimentation 
[with Amigen, glucose, electrolytes 
and vitamins} completely arrested 


or reduced drainage from the intestinal i 
fistulas in the six reported cases S$ 
These feedings maintained electrolyte Po 
balance and controlled local drainage a 
while the fistulas healed or were a 
corrected by surgery ?? 

Hull, and Barnes, T G 5 

Ann. Surg 133 644-649. 1951. 


IGEN 


MEAD JOHNSON & COMPANY. 


2 


To meet different protein and calonc needs, 
the following Amigen® solutions are available: 
Amigen 5%, Dextrose 5% 
Amigen 5%, Dextrose 5%, Alcohol 5% 
Amigen 5%, Dextrose 10% 


Amigen 344%, Dextrose 
in Lactated Ringer's Solution 


AMISET 


The sterile disposable infusion set for use with 
Amgen solutions. Convement and economical 


Trade Enquiries: JOHNSON & JOHNSON (PTY.) LTD., P.O. BOX 727, EAST LONDON. 


xxiii 
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2 DICALETS t.i.d. provide: Percent of RDAT 


Vitamin A... . 8000 U.S.P. Units 
Vitamin DD... . 400 U.S.P. Units 
Vitamin By 5 
Vitamin B2 

Nicotinamide 

Vitamin C 

Iron 


Phosphorus 
Pyridoxine 
Vitamin Bi2 
Folic Acid 


Magnesium 
= Manganese 
Potassium 


tRecommended Daily Dietary Allowances 
ee \ for Pregnancy and Lactation. 
BY "RDA in pregnancy 1.5 Gm., in lactation 2 Gm. 
**MDR not yet established. 


22 August 1953 


Abbott's Vitamins 
and Minerals 

for Pregnancy 

and Lactation 


for pregnancy 
and 
lactation 


PLUS Bia, 

Folic Acid, 
Pyridoxine and 
7 Trace Minerals 


Dicalet tablets 


* 


of the Daily 
Dietary Allowances 
of 6 essential vitamins 


of iron 
of calcium* 


of phosphorus* _ 


| Laboratories S.A. (Pty.) Ltd. 


Johannesburg . 


Cape Town 


. Durban 


' 
100%, | ©@ 
100%, 2 fo 
rer. 
a 


